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in depression and related anxiety... 


prompt relief 
with unusual safety 


Clinical reports indicate that many depressions can be relieved by Deprol 
and psychotherapy, without recourse to more hazardous drugs. 


Deprol relieves the patient’s related anxiety, insomnia and anorexia 
without danger of overstimulation, thus permitting better rapport to be 
established sooner, and facilitating more effective treatment. 


Deprol acts without undue delay. Its effect can be determined quickly. If 
unusual cases require additional or alternative therapy, this will be quickly 
discernible. 


Deprol can be controlled — there is no lag period of a week or two over 
which drug effects continue after medication is stopped. In cases where 
alternative therapy may be needed, it can be started at once. 


Deprol is well tolerated — does not produce liver damage, hypotension, 
psychotic reactions or changes in sexual function; does not interfere with 


other drug therapies. 
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LISTICA 


lifts the facade of New Listica allays tension /anxiety in as many as 89% of cases, 2-15 by selectively 
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The goals of the Academy and of Psy- 
chosomatics have been mentioned and edi- 
torialized in these pages on previous occa- 
sions. This current issue is unique in that 
its contents speak for themselves—a state 
of events that is rare enough in an edi- 
tor’s life. 

Psychosomatics, in attempting to ex- 
plore the role of psychiatry in the daily 
practice of medicine, on occasion finds it- 
self deep in theoretical psychiatry. At 
other times it is over in deep right field— 
in somatic territory, with too few bridge- 
heads to the psyche. One can usually 
glibly rationalize that it is all the same— 
that mind and body are inseparable, sub- 
divided and partitioned so that the many 
specialties can each stake their claim, But 
this current issue requires no such de- 
fense. 

Let us examine the evidence. The lead 
article, which is the first of three install- 
ments of a manuscript by Dr. Klaus Ber- 
blinger, deserves your special attention. 
“Psychiatric Perspectives in Medicine” is 
its modest title; it not only covers the es- 
sential facts and perspectives to aid the 
non-psychiatrist in obtaining a firm foot- 
hold in a most difficult area, but guides 
one to the acquisition of diagnostic and 
therapeutic skills. Your Editor is indeed 
tempted to tell you about the subsequent 
installments—but would rather not de- 
stroy your pleasure of anticipation. Suf- 
fice it to say that this material has been 
successfully utilized by Dr. Berblinger for 
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Editor’s Page 


many years; there is no question but thit 
it will be invaluable for anyone who 
teaches or wants to be taught. (Since this 
includes practically every reader, it mig} t 
be wise to fill out the appropriate coupo. 
on page 487 immediately. The supply of 
reprints will depend upon the pre-publ- 
cation demand. ) 

But there is more to the current issue. 
Drs. Brody, Cowen, Fischer and Opler 
each present different aspects of psychi- 
atry in its dynamic inter-relationships. 
Drug therapy, still in the throes of in- 
fancy, with all the attendant symptoms 
of lustiness, ambivalence and exploration, 
is well represented by Drs. Cahn, Dunlop, 
Kurland and Welborn, Dr. Dunlop’s pa- 
per, originating in the sober conservatism 
of New England, is « preliminary report, 
to be sure—but may prove to be a valuable 
additional modality in the management of 
emotional depression. Drs. Schlaegel and 
Steifel point up possible correlations be- 
tween psyche and soma and at least vin- 
dicate the title of our Journal. 


Psychosomatic frontiers are dynamic 
and ever-changing; they extend in many 
directions. Shall they remain merely a 
study of psychophysiological relationships 
or should they include the many diverse 
areas covered in this current issue? 

Psychosomatics will continue to bring 
reports from many frontiers and hopes 
that this meets the needs of its readers. 


W.D 
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INFORMATION FOR CONTRIBUTORS 


While Psychosomatics is the official journal of 
the Academy of Psychosomatic Medicine, its 
pages are open to all authors interested in the 
concept of total medicine. Original papers, book 
reviews, abstracts, letters: all will be considered 
by the editors for publication. Criteria for pub- 
lication are scientific merit, interest, timeliness, 
and pertinence to the role of psychiatry in the 
daily practice of medicine. 


Manuscripts 


The original manuscripts of papers read at the 
annual meetings of the Academy should be left 
in the Press Room during the meetings, or sent 
to the Editor promptly afterward. Do not de- 
posit carbon copies. 

Papers read at the annual meetings become 
the property of the Academy. Not ali papers 
read, however, can be published, and authors 
wishing to publish in other vehicles will first se- 
cure from the Editor the release of their manu- 
scripts. 

Papers will not be accepted for publication if 
they have been already published. 

Papers contributed during the year (not on the 
annual program) should be sent to the Editor. 


Style 


Manuscripts should be typewritten, double 
spaced, on one side of the paper. They must be 
prepared in conformity with the general style of 
Psychosomatics. Retain a carbon copy of manu- 
script and duplicates of tables, figures, etc., for 
use should the originals be lost in the mails. 


Illustrations 


Authors will be asked to meet printer’s costs 
of reproducing excessive illustrative material. 
Copy for illustrations cannot be accepted unless 
properly prepared for reproductions. Wherever 
possible, drawings and charts should be made 
with India ink for photographic reproduction as 
zinc etchings. Photographs for halftone repro- 
duction should be glossy prints. Illustrations 


should be as small as possible without sacrificing 
important detail. 


Authors’ Corrections in Proofs 

Corrections, additions or deletions made by au- 
thors are to be charged to them. Proper editing 
of original manuscript is important to avoid the 
expense of correction. 


Tables 

Tables should be typed on separate sheets. 
Tables are much more expensive to set than text 
material and should be used only where nec- 
essary to clarify important points. Authors will 
be asked to defray cost of excessive tabular ma- 
terial. 


References 
References should be assembled according to 

author in a terminal bibliography, referred to in 
text by numbers in parentheses. Bibliographical 
material should be typed in accordance with the 
following style for journals and books respec- 
tively: 

1. Rosen, H.: 
1957. 

2. Gesell, A., and llg, F. L.: The Child from Five 
to Ten. New York: Harper & Bros., 1946. 
Abbreviations should conform to the style used 

in the Quarterly Cumulative Index Medicus. 


* * * 


Psychosomatics, the official organ of The Acad- 
emy of Psychosomatic Medicine, was founded in 
1960. It is published bi-monthly, the volumes 
beginning with the January-February number. 

Articles appearing in this Journal do not nec- 
essarily reflect the official attitude of the Acad- 
emy or of the Editorial Board. 

The subscription rates are $10.00 to the vol- 
ume; foreign subscriptions, $11.50, including 
postage. Copyright 1961 by the Academy of Psy- 
chosomatic Medicine. 

Business communications, remittances and sub- 
scriptions should be addressed to Psychosomatics, 
277 Broadway, New York 7, N. Y. 

Editorial communications, manuscripts, books 
for review, and exchanges should be addressed to 
the Editor, Wilfred Dorfman, M.D., 1921 Newkirk 
Avenue, Brooklyn 26, N. Y. 
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Psychiatric Perspectives in Medicine 


(PART I) 


KLAuS W. BERBLINGER, M.D. 


EDITOR’S NOTE 

Periodically, Psychosomatics calls upon the 
members of its Editorial Board to review current 
eccncepts. This series of three articles represents 
a! introduction to clinical psychiatry for general 
practitioners and non-psychiatric specialists. 

Dr. K. W. Berblinger, who is an Associate Edi- 
tor of this journal, has had many years of expe- 
rience with postgraduate courses in this field. 
“Psychiatric Perspectives in Medicine’’ tries to 
convey essential information and at the same 
time to serve as a guide for the acquisition of 
diagnostic and therapeutic skills. The three ar- 
ticies will include sections on 1) general introduc- 
tion, 2) concepts, 3) diagnostic premises and 
methods, 4) the syndromes, 5) psychiatric treat- 
ment, 6) specific problems, and 7) suggested 
readings. While his presentation may appear to 
be ‘trimmed to the bone,” Dr. Berblinger has en- 
deavored to avoid over-simplification as well as 
over-inclusiveness. 

Upon completion of this series of publications, 
the chapters may be obtained in reprint format 
from the journal. It is hoped that they may be 
useful as a syllabus for other postgraduate 
courses. 

W.D. 
GENERAL INTRODUCTION 

Patients. are people under stress. To 
add psychiatric perspectives to medicine 
means to assess the role and significance 
of psychological stress in illness. A truly 
comprehensive diagnosis and a plan for 
treatment must contain answers to the 
following questions: 

1. Are psychiatric and medical illness simultane- 
ously present (e.g. porphyria) ? 

. Does psychiatric or medical illness take pre- 
cedence at any given time (e.g. depression in 

a patient with curable carcinoma) ? 

3. Do psychological factors cause, precipitate or 
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complicate medical illness (e.g. duodenal ul- 
cer, diabetes, asthma) ? 

Does psychiatric symptomatology obscure 
medical illness (e.g. confusion in acute anoxia, 
thyreotoxicosis) ? 

. Do somatic symptoms conceal the presence of 
a psychiatric disorder (e.g. involutional ce- 
pression, conversion hysteria) ? 


This review does not represent an ab- 
breviated textbook of psychiatry. It is 
concerned with the recognition of psycho- 
logical] factors in illness, Therefore, prin- 
cipal emphasis is placed upon the meth- 
ods of psychological inquiry, rather than 
on classification. Since basic, psychologi- 
cal concepts have become common as well 
as sometimes confusing knowledge, they 
will be restated in summary fashion. On 
the other hand, the syndromes are enumer- 
ated as the clinician may encounter them, 
and reference to treatment is intended for 
information rather than application, Simi- 
lar to any other treatment in medicine, 
psychiatric treatment can only be applied 
on the basis of specific skills. These can- 
not be acquired solely through reading. 
For instance, the successful conduct of 


This review constitutes an outline for postgrad- 
uate courses given at The Langley Porter Neuro- 
psychiatric Institute under the auspices of the 
Department of Continuing Education in Medicine 
and Health Sciences of the University of Califor- 
nia School of Medicine and the Department of 
Psychiatry, San Francisco, California. The courses 
are supported by 2 Training Grant from the Na- 
tional Institute of Mental Health. 

The material reflects much of the thinking of 
academic teachers with whom the writer has 
been associated during the last 10 years. Partic- 
ular indebtedness for some of the ideas and 
clinical outlines is expressed to Dr. Maurice H. 
Greenhill and to the late Dr. Jacob E. Finesinger. 
In order to conserve space, only those references 
are credited which represent verbatim or slightly 
modified quotations. 
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any of the psychotherapies is predicated 
upon supervised practical experience and 
should be attempted neither on the 
strength of merely theoretical knowledge 
nor on premises of intuition or talent 
alone. 


CONCEPTS 


Premorbid Personality 
and Social Context: 

A patient’s psychological state must be 
viewed as a function of heredity, consti- 
tution and individual life experience. To- 
gether they constitute the premorbid per- 
sonality. Since, at least at this time, he- 
redity and constitution appear to be rela- 
tively fixed and immutable factors, cur- 
rent psychiatric thought and approach to 
psychological illness is predominantly con- 
cerned with the individual life experiences 
of a patient and their subsequent modifi- 
cation. 

Psychologic illness is characterized by 
anxiety. This anxiety is an indication of 
emotional conflict. It is the physician’s 
task to understand the conflict or conflicts 
which create discomfort in the patient. 
The conflict may be specific or general in 
nature. One person may react to the 
loss of his job with panic, another with 
indifference (specific response). During 
boom or depression, the specific response 
has to be compared to the prevailing mode 
of reaction (general, social context). It 
is therefore mandatory to remember that 
a distinction between normal and abnor- 
mal behavior must be based on several 
qualifications. It must “rest upon the 
relative adequacy of an individual’s per- 
formance in comparison with his previous 
level of social functioning and with the 
cultural mores which are current in his 
society for persons of his status at any 
given time” (N. Cameron). It means that 
an assessment of the premorbid personal- 
ity has to include the social context, the 
specificity of the emotional stress and the 
patient’s psychological response as_ to 
character (qualitative) and degree (quan- 
titative). For instance, a patient’s life 
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history can be reviewed for unusual oc- 
currences and behavioral responses. Fee11- 
ing difficulties, bed wetting, school pho- 
bias, puberty upheaval, adolescent aberr:- 
tions, marital and vocational problems, 
have to be related to the general life si‘- 
uation in which they occur. This then his 
to be compared to responses which the in- 
dividual has given in the past, to approp?i- 
ate, expected behavior which he or others 
have shown in similar situations, and to 
be projected prognostically for purposes 
of diagnosis and treatment. 


Personality Development, 
Anxiety and Defenses: 


An array of theories of personality de- 
velopment contains a number of common 
denominators: 


1. People develop from a rather help- 
less, infantile stage to relative independ- 
ence, 

2. People have the ability to remember 
and to forget. 

3. People progress from coping with en- 
vironmental] stress in an automatic, emo- 
tionally charged but intellectually un- 
shared way to greater intellectual aware- 
ness, participation and control. However, 
the preceding, intellectually undercon- 
trolled and unshared experiences are not 
entirely forgotten and represent a reser- 
voir of ancient motives which no longer 
bear direct or immediate relevance to the 
actual situation. This progression entails 
the mastery of speech with its inherent 
quality of an advance from the concretely 
or somatically experienced to a faculty of 
verbal abstraction. Once experiences and 
actions can be recalled or preempted in 
words, the individual mediates through 
symbols and has no longer to rely on the 
sensory qualities of taste, smell, hearing, 
vision or touch. The highest level of 
mastery in human beings comprises an in- 
tellectual, purposeful control over past 
motives, the understanding of symbols 
and an anticipation of future needs. 


4. People must form relationships with 
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others and become a part of their social 
environment. These relationships are a 
function of non-verbal and verbal commu- 
nication between human beings. Initially, 
one has to accommodate one’s self to seem- 
ingly stronger and superior persons in 
one’s surroundings as one remains depend- 
ent on these for survival. During the va- 
rious stages of individual emancipation 
though physical, emotional and intellec- 
tual growth, the person gains a certain 
aniount of independence. However, dur- 
ing this process of general maturation, 
specific demands are imposed upon the 
individual, who gradually makes part of 
these social demands his own. Thus, a 
person always carries within himself the 
memory of his experiences with impor- 
tant persons of his past (mother, father, 
siblings, etc.). 

5. People, as individual organisms, ex- 
perience anxiety during the process of so- 
cialization, They try to prolong the pleas- 
ant and to avoid the disagreeable. Yet, the 
younger and the more helpless the indi- 
vidual finds himself, the less choice he has 
about the avoidance of discomfort. 


6. People, by virtue of a selective mem- 
ory, continue to remember agreeable as 
well as disturbing sensations of the past. 
In spite of gradual, intellectual matura- 
tion, such memories will lead to objective 
falsifications of current situations on the 
basis of a preconceived emotional bias. In 
other words, intellectual mastery is influ- 
enced by past, pre-intellectual, emotional 
experiences, This persistent influence of 
previous experiences in the face of our 
ability to remember or to forget consti- 
tutes the basis for unshared feelings, 
thoughts and later on for uncontrolled ac- 
tions. An inferred “unconscious” repre- 
sents the summation of forgotten, pre-in- 
tellectual experiences, yet remains con- 
tinued motivation for current behavior. 


7. People approach the clinician with 
immediate needs and requests. Often these 
demands represent a mixture of past and 
present desires. 


Hence in assessing the 
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characteristics of a person’s premorbid 
state, the physician has to correlate a con- 
tinuum of troubles rather than an imme- 
diately isolated event. 

8. People by virtue of retained memo- 
ries can anticipate danger and stress. Anx- 
iety is the feeling of anticipatory fear. 
For instance, when a truck crosses the di- 
viding line of a highway and threatens 
to hit you head-on, this creates fear. If 
the person has witnessed an automobile 
accident shortly before, an anticipatory 
element will reinforce this fear. On the 
other hand, if during a performance in an 
opera house the noise of a by-passing jet 
plane causes a spectator to jump out of his 
seat and run for shelter, this may be la- 
beled anxiety. The distinction between 
fear and anxiety can never be absolute, 
but must be understood in the light of pre- 
ceding experiences, 

9. People react to impending danger 
with so-called adjustive or defense mech- 
anisms, Be these biological phenomena 
(autonomic over-reactivity) or psycholog- 
ical symptoms (e.g. phobias), they serve 
to avoid anxiety and tension and to main- 
tain homeostasis. The character of such 
compensatory or stress anticipatory mech- 
anisms gives pertinent clues about a per- 
son’s past experiences and about his abil- 
ity to master a situation. If there is great 
discrepancy between stress and stress re- 
sponse, the clinical picture will become one 
of emotional illness rather than health. 


DIAGNOSTIC PREMISES AND 
METHODS 


A psychiatric illness can be recognized 
and classified by: 


a. The description and interpretation of notice- 
able symptoms (phenomenological approach). 

b. A review and understanding of the current 
conflict and the premorbid personality (ana- 
lytical approach). 

c. An assessment of the actuality and the indi- 
vidual meaning of the precipitating stress to 
the patient (social and psychological ap- 
proach). 

d. Clinical observation and interpretation of the 
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patient’s behavior toward the doctor during 
the examination (interpersonal or interac- 
tional approach). 


All four of these approaches have to be 
correlated in order to obtain a compre- 
hensive clinical picture. 

As the premorbid personality signifi- 
cantly and specifically influences psycho- 
logical response to any current stress, 
mere division into illnesses with non-or- 
ganic, pathological changes and those for 
which such changes have not been dem- 
onstrated will never be sufficient. For 
instance, one patient with multiple sclero- 
sis or progressive paresis may show a pic- 
ture of elation while another becomes no- 
ticeably depressed. These reactions are 
not dependent on organically impaired 
areas of the central nervous system alone, 
but always reflect a total response of the 
personality to internal and external stress 
in conjunction with past experiences and 
events. To explain psychiatric symptom- 
atologies in the light of any one known 
medical iliness has proved futile (M. Bleu- 
ler). Even clearly localized neurological 
changes or impairment do not produce 
symptoms that are diagnostically mean- 
ingful in a psychiatric sense. While it is 
likely that grossly impaired organic func- 
tions will influence major organic sub- 
strates of behavior and thus lead to an 
alteration of perception, affect and intel- 
lectual capacity, the finer and more spe- 
cific psychological symptoms can only be 
understood on a highly individualistic 
basis. 

On the other hand, no psychiatric ap- 
praisal can be complete without an ex- 
haustive medical examination and study. 
Such an examination is essential in any 
initial workup. Certain considerations as 
to the timing of the examination will be 
discussed in the following chapters that 
deal with the initiation and conduct of a 
doctor-patient relationship. 

The most useful grouping of psychiatric 
nosologies for diagnostic purposes con- 
cerns the character (quality), and de- 
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gree (quantity) of a given disorder. The 
character of any set of symptoms encovn- 
tered affords initial leads for the und r- 
standing, while the degree permits in 
early clinical decision about the necessity 
of immediate treatment. 


Psychotic vs. Neurotic: 


The qualitative aspects of an emotional 
illness have already been discussed under 
“premorbid personality.” From a quai- 
titative point of view, we consider a per- 
son psychotic when the anxiety denoting 
conflict results in a sweeping disturbance 
which temporarily or permanently effects 
the whole person and may render him un- 
able to take care of himself. The neurotic 
reaction, on the other hand, is a part dis- 
surbance which never totally incapacitates 
the person and his functioning within an 
accustomed environment. The terms ‘“‘psy- 
chotic” and “neurotic” do not describe 
causal factors nor do they indicate which 
mental functions are primarily impaired. 
However, it is of supreme importance to 
ascertain as early as possible the absence 
or presence of a reaction of psychotic pro- 
portions, 


Cardinal characteristics of a psychotic 
reaction are: 


1. Distortion of interpretation of reality. 

2. Deviation from culture and logic of envi- 
ronment. 

3. Disorder in mood of a severe degree. 

4. Reversion to primitive biologic patterns. 

5. Personality disintegration. 

6. Reduction in level of awareness, permanent 
or temporary.* 


Clinical Assessments of 
Mental Functioning: 


A. Mental Status: Three principal areas 
of mental functioning can be defiled, 
which in the average person interact )ar- 
moniously and support each other. Tl ese 
functions concern 1) Perception (input), 
2) Affect (feeling tone), and 3) Inteliec- 
tual functioning, If one or the othe: is 


*J. Masserman. 
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impaired, the total personality will be un- 
able to operate at an optimal level. For 
instance, if any sensory modality, be it 
evesight, hearing, taste or smell, is im- 
paired, the patient lacks certain ways to 
discriminate between stimuli that sur- 
round him, He may then draw faulty 
conclusions about objects, his surround- 
ings or people in specific or in general. 
S:ch faulty conclusions in turn will color 
his feelings about the situations and im- 
pir his intellectual judgment. By and 
large, all interferences with perception 
(also called interferences with ‘‘input’’) 
are potentially upsetting to a person and 
may lead to disturbed behavior. 

If, on the other hand, for reasons of 
life experiences the affect (feeling tone) 
of the patient is altered, e.g., if he has 
ideas of grandeur or of unworthiness, he 
may in consequence misperceive or mis- 
judge what surrounds him and again ar- 
rive at faulty perceptual or intellectual 
conclusions, 

Finally, if for instance, for reason of 
organic cerebral disease the patient can- 
not function intellectually on an adequate 
level, he may become frustrated about his 
inadequacy and this in turn will impair 
what he feels about himself and others 
and how he perceives his environment. 

The first group in which perceptual 
functions are impaired is commonly sub- 
sumed under the name of “Acute Brain 
Syndromes.” The majority of illnesses 
described under this generic name are 
changes, mostly reversible in character, 
that affect cerebral metabolism. We have 
here, etiologically speaking, everything 
from organically impaired perception to 
physiologic interference with the higher 
cortical functions. Psychiatrically, the 
majority of these conditions will show 
themselves as “‘deliria.”’ 


Conditions with chronic impairment of 
central substance manifest themselves as 
“Chronic Brain Syndromes.” Here struc- 
tural affection of the brain and central 
hervous system are intermittent, progres- 
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sive or irreversible in character and lead 
to a gradual decline in total functioning. 

The middle group in which, in the ab- 
sence of perceptual or acute and chroni- 
cally impaired cerebral physiology, pri- 
marily the affective (emotional) function- 
ing is disturbed, comprise the major psy- 
chiatric disorders as they are seen in 
manic depressive illness and the group of 
the schizophrenias, 


If, therefore, during an examination one 
or the other of these three areas seems to 
be primarily affected, we can arrive at a 
preliminary diagnostic conclusion about 
etiology and character of a given mental 
disorder. Furthermore, an assessment of 
the patient’s premorbid state and person- 
ality allows for a tentative prognosis. 


B. The Psychiatric Interview: The psy- 
chiatric interview resembles medical his- 
tory taking. It consists simultaneously 
of observations and goal-directed as well 
as a patient-centered conversation be- 
tween patient and physician. Both obser- 
vation and conversation constitute means 
of communication. Such communication, 
similar to medical history taking, leads 
to a doctor-patient relationship. One 
should remember that the ensuing doctor- 
patient relationship, particularly when it 
concerns an exchange of information 
about emotional factors, will color or slant 
observational and inferred data. More- 
over, in our culture at least, people are 
prone to conceal emotional conflict from 
others or often from themselves. Specific 
psychiatric interviewing techniques there- 
fore have been developed to facilitate the 
emergence of hitherto unshared material. 
It is often assumed that the emotionally 
distressed person, especially when encoun- 
tered during a medical consultation, may 
be over-talkative. This is not always the 
case and interviewing methods must there- 
fore be geared to facilitate communica- 
tion, 


The Technique of Psychiatric Interview- 
ing is outlined below: 
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I. INITIATION OF COMMUNICATION 
(How to Make the Patient Talk) :* 
A. General Principles: 

1. The doctor should control the interview. Yet, 
he should use minimal to moderate verbal ac- 
tivity in order to give the patient a chance to 
relate his story as freely as possible. ‘“Control- 
ling’”’ the interview is achieved by a) Showing in- 
terest, and b) Focusing through brief interjec- 
tions of words or simple gesturing on pertinent 
material. The tendency should prevail to have 
the patient talk about specific topics rather than 
generalities. Whenever the patient speaks about 
factual situations, those that contain the men- 
tion of persons or names should take precedence 
over generalizing statements, like opinions, quo- 
tations, etc. The doctor should try to withhold 
all value judgments, should avoid an openly crit- 
ical attitude and assemble in his own mind the 
patient’s material before drawing conclusions. 


B. Suggested Procedures: 

1. Wait for the patient’s opening statement. It 
may contain highly relevant clues. 

2. Begin with a general, open-ended question 
that cannot be answered with a yes or no, and 
avoid all leading questions. Avoid double ques- 
tions, e.g., Were you more closely aligned with 
your father or mother? 

3. Do not interrupt the patient and do not im- 
mediately interfere when he stops talking. En- 
courage him with a slight gesture to continue. 
If the patient remains silent, reopen the conver- 
sation by another non-leading, general question 
or by referring in an open-ended way to a topic 
which the patient has previously mentioned. Use 
such sentences as, ‘‘Won’t you tell me more about 
it?” or “I would like to hear more about what 
you just mentioned.” 

4. If the patient talks about seemingly irrel- 
evant topics, first ascertain from his general be- 
havior, from any show of emotion or the tone of 
his voice whether these topics are really unim- 
portant. Often significant clues are hidden be- 
hind seemingly meaningless or trivial data (e.g., 
a patient may begin the conversation by saying, 
“My wife felt I should have a checkup...’ In 
view of a general physical examination which 
the patient requests, it may seem not too im- 
portant whether the wife sent the patient or 
whether he came on his own account. However, 
from a psychological point of view, such a state- 
ment may give important information about the 
patient’s feelings about his wife, about his pos- 
sible attitude toward doctors, and so on. There- 
fore, once the physician focuses on the word 
“wife” rather than on “checkup,” and if during 
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the course of the interview he inquires, “Ycur 
wife suggested that you come for an exami) a- 
tion?’ he may get an entirely different accownt 
of the patient’s principal concern. For instan:e, 
the patient might say, ‘Well, she’s always over- 
concerned, she always nags me, she never gos 
to physicians herself,’ or: “She has an exayz- 
gerated trust in doctors.” Thus the interview 
and the ensuing doctor-patient relationship will 
take a different direction from a type of history 
taking where the doctor would focus first on the 
nature of the physical examination which the pa- 
tient has requested.) 

On the other hand, if it seems evident that the 
patient merely talks or even rambles on and 
continues to pile up irrelevant data, begin ‘o 
show, preferably without words, a certain amount 
of kindly disinterest and do not focus. 

5. As the interview progresses and as the pa- 
tient mentions topics about which the physician 
would like to know more, indicate your interest 
initially nonverbally, than by brief repetition of 
the word or topic under discussion, by repetition 
or elaboration on any given phrase, sometimes 
without actually completing the sentence or 
thought for the patient. This will encourage the 
patient to become more responsive and active 
in the narration of his troubles. 

6. When all of these procedures have failed, 
resort to greater activity but avoid impatience, 
exhortation, pressure, rapid probing or any show 
of critical attitude. Rather, continue to ask for 
further explanations of previously mentioned top- 
ics by saying, ‘Could you describe your headache 
to me more fully?” or, ‘‘What did you mean by 
mentioning that you were nervous?” Preferably, 
leave the burden of verbal activity to the patient. 
Minimal activity on the physician’s part will not 
deflect from the patient’s unspoken thoughts, will 
bring further thought associations on his part and 
thus avoid the pitfall that an initial interview 
may become doctor- instead of patient-centered. 

7. Once the physician is certain of a develop- 
ing doctor-patient relationship, he may become 
more active and ask specific questions which he 
considers relevant. In rather exceptional cases, 
the physician may, on the basis of a general im- 
pression, e.g., if the patient seems depressed, re- 
sort rather early to direct questioning and may 
ask, for instance, “Did you contemplate at iny 
time hurting yourself, or did you have suic dal 
ideas?” 

8. Finally, it is good interviewing techniqu: to 
observe whether or not the patient shows 0 er- 
whelming affect, such as crying, extreme tren or, 
blushing or pained expression on his face. 1 is 
then best to drop the topic under discussion for 
the time being, to introduce either another ; en- 
eral, nonleading question, or to return to a : 1b- 
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ject that was previously mentioned but seemed 
to have been less charged with emotion. How- 
ever, the physician should not forget what was 
mentioned with so much affect and he should 
bring it up again during the latter stages of the 
initial or a subsequent interview. 

9. Do not press for a longitudinal life history 
during the initial interview. The patient’s cur- 
rent conflict may be more significant and at the 
same time more representative of his past ex- 
periences than a merely factual, detailed life his- 
tory. 

10. During the initiation of communication, the 
physician should recognize as early as possible 
how reliable the patient’s account may be. This 
pertains not only to voluntary and involuntary 
distortions, but to the intactness of a patient’s 
sensorium and general intellectual functioning. 
If both seem impaired, history taking will have 
to be supplemented with accounts from inde- 
pendent observers, e.g., relatives, friends, em- 
ployers. 


Il. EVALUATION OF 
COMMUNCATION: 


The information that has been obtained 
from the patient can be conveniently 
grouped under leads, clues and defenses. 
It must be stated that it is often impos- 
sible to distinguish between what consti- 
tutes a clue or what represents a defense. 
Yet, if one views the material obtained in 
terms of a developing doctor-patient rela- 
tionship, the following mode of assess- 
ment allows for some degree of distinc- 
tion. The “material” will consist of non- 
verbal leads and defenses which the phy- 
sician observes and evaluates by infer- 
ences and of spoken, verbally indicated 
topics as well as of general traits in be- 
havior (e.g., coming late, cancelling ap- 
pointments, etc.). 


A. Communication Leads and Clues* 
1. Nonverbal 


a. Appearance and attire 

b. Physical defects, deformities and peculiar- 
ities 

c. Motor activity (gesture, posture, display of 
physical symptoms) 

d. Autonomic signs 

e. Ability to comprehend 

f. General responsiveness (preciseness, punc- 
tuality, etc.) 


*M. H. Greenhill. 
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2. Verbal 
(Formal) 


a. Character and tone of voice 
b. Manner of speech 
c. Choice of speech 

(Content ) 


a. Introductory complaint 

b. Character, location of discomfort and mean- 
ing of introductory complaint 

c. Spontaneous interpretation of complaint by 
patient 

d. Topics, seemingly irrelevant to complaint 
(associations ) 

e. Spontaneous change or shift of complaint 

f. Mention of seemingly unrelated topics, sit- 
uations or persons (associations) 

g. Comments related to nervousness 

h. Frank statements of feelings (‘I felt an- 
gry,” etc.) 

i. Spontaneous correlations of topics, direct 
and associative j 


3. Verbal-Nonverbal 
a. Apparent omissions 
b. Avoidance of topics 
c. Nightmares, dreams 
tioned) 


(spontaneously men- 


4. Material Indicative of Doctor-Patient Relation- 


ship Problem 

a. Remarks about other physicians 

b. Remarks concerning previous illnesses 

c. Remarks concerning the interview situa- 
tion (testing) 

d. Direct questions concerning the physician 
(“How long have you been practicing?” 
“Do you have children?” “Are you mar- 
ried?”) 


B. Communication Defenses 


Leads, clues and defenses are encoun- 
tered in accordance with the degree of the 
person’s anxiety. If the patient is dimly 
aware of his anxiety, these defenses may 
represent a conscious endeavor to with- 
hold information, If the individual is not 
cognizant of his anxiety he may resort to 
communicative devices usually not rec- 
ognized by himself or others as being de- 
fensive in character. Most communica- 
tion defenses are encountered on the ver- 
bal level, although persistent failure to 
keep appointments or to be late, or for- 
getfulness about given advice as to medi- 
cation and so on, can be considered a de- 
fensive reaction on the patient’s part. 
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1. Detached form of defensiveness* 


. Lack of spontaneity 

. Single word answers 

Long pauses 

. Failure to remember 

. Avoidance of mention of people 
Complete avoidance of doctor as topic 


mo 


2. Defensiveness of moderate degree 

a. Over-talkative 

b. Scattering of leads 

c. Persistent somatic language 

d. Over-detailed discussion and account 

3. Defensiveness of high degree 

a. Inability to give dates in history 

b. Inaccuracy of dates in history 

ce. Generalization of symptoms 

d. No detailed account can be obtained 

e. Generalization of feelings (“I suppose all 
people feel that way.’’) 

f. Changing the subject 

g. Dismissing inquiry into social data 

h. Denial of correlation between symptom and 
emotional stress 

i. “Trigger-happy” in focusing (“I always 
knew that authority figures gave me ul- 
cers”’) 

j. Overtly hostile statements 

k. Patient controls interviews 


C. Common Problem Areas 


An additiona] set of leads is of a more 
general nature and is derived from a phy- 
sician’s experience with human problems. 
Allowing for cultural and individual dif- 
ferences, such problem areas are found in 
happenings and activities of the average 
patient and therefore their relevancy must 
be ascertained and proved in each indi- 
vidual patient. It is important to realize 
that inclusion of this approach deviates 
from focusing on the patient’s leads as it 
represents professional knowledge and or- 
ientation of the physician. In other words, 
here knowledge of a general nature is ap- 
plied to an individual, while it also denotes 
that the physician remains an integral 
part of his patient’s culture and environ- 
ment. Some commonly encountered prob- 
lem areas are: 


1. Major changes in life routine* 
Completing school 


*M. H. Greenhill. 
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Changing jobs 
Engagement 
Marriage 
Birth of children 
Death of relative 
2. Situations denoting separation 
Sickness of relative 
Death of relative 
Impending engagement or marriage 
Expected childbirth 
3. Situations involving hostility 
4. Situations promoting contradictory emoticns 
(ambivalence) 
5. Insoluble situations 


III. MODIFICATIONS OF METHOD 


Non-directive interviewing techniques 
do not necessarily mean that the physi- 
cian employ “low verbal activity” through- 
out. First of all, “low verbal activity” 
and “non-directiveness” are not identical. 
One may, for instance, use very few words 
during an interview and yet through ges- 
tures and behavior influence or interfere 
with the patient’s account, Secondly, very 
anxious patients and adolescents may feel 
uncomfortable if the physician remains 
too silent or inactive. It is then in order 
to indicate participation, by word or ges- 
ture, in a manner which will not deflect 
from the patient’s pertinent material. 
Thirdly, it also should be pointed out that 
“focusing” may constitute a greater de- 
gree of interpretation than a lengthy ex- 
planation. To show interest in significant 
topics suggests to the patient what his 
physician considers important. However, 
if this occurs in a probing and intrusive 
way, the patient’s anxiety may increase 
and he may become more defensive and 
less revealing. 


A woman patient may tell her physician how 
she suffered a sudden attack of vertigo while 
attending a movie. The doctor may rightiully 
presume that her discomfort was connected with 
the content of the movie or the company in w iich 
she found herself. Yet, if he raises immeciate 
questions about these topics, the patient will 
often retort that her discomfort had noting 
whatsoever to do with what she saw on the sceen 
or with her husband, who accompanied her. ‘uch 
immediate defensiveness should be a clue hat 
the physician has correlated either falsely or pre- 
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maturely. In other words, his attempts at cor- 
relation amount to an interpretation for which 
the patient is not prepared. 


Any interview must never be more 
stressful to the patient than he can tol- 
erate under the protection of a growing 
or ongoing doctor-patient relationship. It 
also should be remembered that physi- 
cians differ in their innate ability to re- 
late, their warmth, temperament or sen- 
sitivity. Self-awareness of these personal 
traits on the doctor’s side will make an 
interview more relevant. Finally, another 
modification of interviewing technique 
may become necessary for patients with 
an impaired sensorium, with intellectual 
deficits, or with disturbances of memory. 
Here the physician must arrive at an early 
appraisal of the patient’s level of intellec- 
tual functioning. 


C. Correlation of Premorbid Personality- 
Present Illness and Precipitating Stress. 
It may be assumed that a patient’s be- 
havior under current stress is similar to 
the way in which he has reacted on pre- 
vious occasions, Moreover, the manner in 


PSYCHOSOMATICS 


427 


which the patient deals with his physi- 
cian during an interview is often remi- 
niscent of the way in which he has han- 
dled relationships with significant persons 
of the past. The interview thus allows for 
a dynamic formulation consisting of de- 
scriptions of premorbid behavior and ob- 
servations during the present interchange 
between physician and patient. While the 
latter may readily be assessed, informa- 
tion about premorbid functioning can be 
gained from a sequential history of signs 
and symptoms that have followed previ- 
ous emotional or social upheaval. A sam- 
ple chart for such an approach is shown 
below. 


D. The Role of Psychological Test- 
ing: The administration of psychological 
tests is an important adjunct to psychiat- 
ric diagnosis. It should be remembered 
that a clinical psychologist will act as a 
consultant to the physician and that he 
should, as in any other consultative situa- 
tion, receive sufficient information about 
the indications for psychological testing. 
Only in this way can psychological] test 


Correlations Between Dysfunction and Social or Emotional Stress:* 


Mrs. C. F.; Age 32; Diagnosis: Chronic ulcerative colitis. 
Review of the patient’s past history prior to the onset of her ulcerative colitis revealed the follow- 


ing correlations in time: 


Time Dysfunction 

1925 Jittery, nervous 

1928-33 Abdominal cramps 

1935 Gynecological complaints 

1938 Paroxysmal tachycardia 

1941 Headache, anorexia, abdominal cramps 
(1 year in bed) 

1946 Diarrhea 

1947 Diarrhea 

1948 Diarrhea 

1948 Duodenal ulcer 

1949 Asthma 

1949 Abdominal cramps 

1949 Nausea, vomiting 

1949 Nausea, vomiting 

1/50 Cervicitis 

3/50 D & C, Cholecystectomy 
Abdominal cramps 

5/50 Bloody stools 

7/50 Oligomenorrhea, diarrhea nocturia 


Event 

Parents’ marriage recognized as unsatisfactory 
Marriage, 2 childbirths (husband in trade school) 
Suicide of father’s brother 

Death of brother 

Iliness of mother 


Death of father 

Death of husband’s stepmother 
Infidelity of husband 

Death of mother 

Car accident involving husband 
Marriage of sister-in-law 
Accident of son (cut hand) 

Car accident of son 
Appendectomy of daughter 
Daughter begins to have dates 
Suspicions—daughter alone with boy friend 
Engagement of daughter 
Cholecystectomy on sister-in-law 


*Berblinger and Greenhill: Psychosomatic Medicine, 16 (2): 156-62, March-April, 1954. 
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data become a meaningful part of the 
over-all psychiatric study and evaluation. 
Furthermore, it will remain the responsi- 
bility of the attending physician to inter- 
pret the results of psychological tests for 
purposes of diagnosis and treatment. It is 
therefore necessary that the physician be 
acquainted with a range of commonly used 
psychological tests, their indications and 
the mode of their administration. 

In general, one can distinguish between 
those tests which measure specific intel- 
lectual functions such as the various 
Wechsler intelligence scales and the pro- 
jective methods of psychological testing, 
like the ink blot “test” (Rorschach) or 
the Thematic Apperception Test (TAT). 
The latter two tests are unstructured sit- 
uations, In the Rorschach the patient is 
asked to state what forms, shapes, shades 
and ideas come to his mind when he views 
the seemingly ambiguous cards. The The- 
matic Apperception Test consists of a 
number of pictures that portray persons, 
in a setting of various situations like 
landscapes, etc. Here the patient is re- 
quested to describe each picture and to 
invent a story based on the situation as 
he interprets it. A third type of psycho- 
logical test is the Minnesota Multiphasic 
Personality Inventory (MMPI). This test 
consists of a set of 566 cards which con- 
tain statements and the patient must sort 
these statements as he believes them to 
be of relevance to himself. The test itself 
is based on norms as they have been ob- 
tained from a standardized population. 
Since the patient can understand the 
meaning of the rather simple statements 
on each card, it amounts to a self-evalua- 
tion. 

In summary, the intelligence scales give 
information about the various aspects of 
a person’s intellectual functioning in given 
situations; Rorschach and TAT reveal 
through interpretation a personality po- 
tential and the MMPI amounts to a con- 
scious self-appraisal of the person. 


©. Role and Timing of the Physical Ex- 
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amination: In general, it is best to con- 
duct the physical examination only upon 
the conclusion of the initial interview. It 
must be remembered that a physical ex- 
amination constitutes an extremely active 
device on the physician’s part and that his 
manner in conducting such an examina- 
tion as well as the measures he employs 
become most meaningful to the patient. 
For instance, if a patient with palpitations 
comes to his physician’s office and is im- 
mediately confronted with a great number 
of complicated examinations pertaining to 
his cardiovascular status, this patient will 
naturally have to assume that the physi- 
cian is primarily and gravely concerned 
about the existence or absence of a fail- 
ing heart. Consequently, the patient’s 
anxiety will mount rather than decrease. 
On the other hand, if the physician con- 
ducts a preliminary interview, brief as it 
may be, or takes a history with particu- 
lar attention to clues and leads as they 
have previously been mentioned, the pa- 
tient might relax, give a valid account and 
actually help in clarifying the diagnosis. 
The length and character of such a preced- 
ing interview has to be gauged by the de- 
gree and the nature of the distress in 
which the patient finds himself at any 
given moment. No conscientious physi- 
cian would insist on a lengthy, non-direc- 
tive interview of 50 or 60 minutes in the 
face of a patient who is gravely dyspneic. 
Yet, it is patently poor practice to precede 
a doctor-patient contact with a number of 
impersonally conducted objective exami- 
nations, be they physical examination, 
auscultation, palpation or to send a pa- 
tient first to the laboratory for a number 
of routine tests, or even to have him com- 
plete a form pertaining to his social ov fi- 
nancial status. In other words, it is the 


timing of the physical examination in re- 
lation to the psychological evalua‘ ion 
through interview which is important. On 
the other hand, a presenting physical com- 
plaint, symptom or sign should neve: be 
disregarded. The patient may feel jus‘ifi- 
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ably misunderstood or neglected if the 
physician does not recognize his ‘“‘signals.” 
The overriding consideration remains pro- 
fessional control of interview and exami- 
nation in a permissive manner. It is the 
patient who provides the signals, be they 
somatic complaints or psychological clues. 
The physician acknowledges the signals 
aid discriminates on the basis of his clin- 
ica] judgment. 


Finally, and this probably needs no re- 
statement nowadays, the diagnosis of a 
psychiatric condition should never be 
made by exclusion of physical illness 
alone. The positive symptoms and signs 
of emotional difficulties or of disturbed 
behavior and the history of psychologic 
difficulties in the past form the only valid 
basis for a psychiatric diagnosis. 


F, The Organization of a Comprehen- 
sive History and Mental Status: In medi- 
cine, it is most useful to organize observa- 
tions and data in a correlative fashion. 
This pertains particularly to a relation- 
ship between the onset of symptoms and 
social or emotional] stress which the pa- 
tient may have suffered. It is, for instance, 
more meaningful to know that a patient’s 
mother died from cancer of the breast at 
age 71 four weeks ago than merely to tab- 
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ulate cause of death and age of the 
mother. Only if we learn when the poten- 
tially meaningful event took place can we 
arrive at conclusions about the patient’s 
emotional reactions to such an event. 

An outline for such a correlative, com- 
prehensive status would appear as fol- 
lows: 

1. Introductory Complaint 
Chief complaint (onset, exacerbation, corre- 
lation) 

2. Past History of Similar Dysfunction or De- 

compensation 

General medical history 

3. Family History—Social History 
(Emphasis on correlations, 
and interactions) 

4. General Psychiatric Picture 
Brief mental status (perception, affect, in- 
tellectual functioning) 


identifications 


Dynamic formulation 
a. Structure: from past longitudinal history 
and interview material 
b. Process: from behavior observed in inter- 
view (leads, defenses, charged areas, doc- 
tor-patient interaction) 
5. Summary and Impression 
6. Plan and Disposition 


While often correlations can be sur- 
mised from a patient’s social history, it 
should again be emphasized that items 1, 
2 and 3 have to be reviewed in a correla- 
tive manner. 

(To be continued.) 
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Social Psychiatry—Evolutionary, Existentialist and 


Transcultural Findings 


MARVIN K. OPLER, PH.D.* 


In theory, or better yet in active re- 
search, social psychiatry is the study of 
the etiology and dynamics of mental ill- 
nesses seen in their social and cultural en- 
vironments, In practice, it mobilizes or 
combines all useful elements of the envi- 
ronment, including positive assets of the 
patient, as crucially helpful parts of ther- 
apy. Because I believe social psychiatry 
to be the future form of this behavioral 
science, and specially relevant to a World 
Congress of Psychiatry, its leading princi- 
ples are listed below. It is international 
and cross-cultural in its concerns and ef- 
forts. It is multidisciplinary. It is not 
amiss to say in the Century of Darwin 
that it is evolutionary, accepting general 
principles of evolution both for individual 
maturation and for the evolution of social 
and cultural forms. Finally, in this rela- 
tional theory, a theory I presented in 
1956,‘ the social and cultural evolution is 
the binding and controlling form affecting 
family and group functioning. It affects 
the epidemiology of mental ills so that 
they have changed both in form and in 
amount (i.e., incidence or prevalence) in 
the history of particular cultures like our 
own, and vary in amount and form in cul- 
tural examples taken from various evolu- 
tional levels of progress around the 
world.’ In short, a basic tenet of this in- 
ternational and multidisciplinary science 
is that social and cultural environments 
produce, and could mitigate, the kinds and 
amounts of mental illness existing in the 
world. 

It is worth adding that social psychi- 
atry is optimistic both in theory and prac- 


*Professor of Social Psychiatry, Dept. of Psy- 
chiatry, University of Buffalo School of Medicine, 
Buffalo 14, New York. 

Presented at the Third World Congress of Psy- 
chiatry, Montreal, Canada, June 6, 1961. 


At least it is not nihilistic in either 
direction. It is also obviously antireduc- 
tionist. Speaking of levels of scientitic 
analysis and the fallacy of reductionism 
in a relational theory which links behav- 
ior to environment, the fallacy would be 
to explain culture by principles of individ- 
ual psychology, rather than the reverse, 
or to explain (as the Nazis did) individ- 
ual and group psychology by organicist, 
racist causation. It is reductionist, in 
short, to explain the environing level by 
that which is environed or influenced. 
Culture and society is the setting and con- 
text of individual and group psychology, 
and the wider sphere influences quite con- 
clusively the narrower, unless there is 
sheer organic deficit. Similarly, psychol- 
ogy influences organic functioning, as we 
have known ever since the work of Can- 
non, Selye and others, This does not mean 
a disinterest in the gamut of naturalistic 
and scientific applications to therapy. The 
International Journal of Social Psychi- 
atry, has printed articles on the use of 
LSD and other forms of chemotherapy, 
and has been deeply interested in contri- 
butions of biochemistry and neurochem- 
istry, as in physiological concomitants of 
emotional states. But this is like saying 
that sociocultural effects reach deeply and 
are so devastating in some of their results 
that not only is psychology touched much 
more than lightly, but the blows to psyche 
reach soma. Indeed, they almost alw‘ys 
must—to give human cruelty its just Cue. 
What we are saying is that the causal 
chain is weighted, barring organic def cit 
or toxic intrusion, and no human behav ior 
exists without influence from social «nd 
cultural milieu acting upon psyche «nd 
consequently upon soma. 

The great discoveries of Pavlov, on 
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mammalian conditioning or learning, are 
in the same direction of environmental in- 
fluence, but one would add to the fallacy 
of reductionism the fallacy of misplaced 
concreteness if we mistook the dog for 
man, Similarly, the chimpanzees at Yale 
learning to use the chimpomat can learn 
by signals. But the use of symbols, the 
unique psychological ability of man, is ab- 
sent in lower forms. Indeed, we are con- 
ditioned by signals, and with other mam- 
mils that swells the world of meanings. 
But our ability to use (or be conditioned 
by) symbols underlies sociocultural ca- 
pacities, swells the world of meanings 
enormously, as any anthropologist knows, 
and allows the world of mental ills to vary 
according to cultural systems of meaning, 
as well as through the impact of sheer 
meanings. It is in cultural communica- 
tion, as a matter of fact, that the mean- 
ings are applied. 


These are simple things which I felt, 
many years ago, that neither Pavlovian 
learning theorists nor existentialists fully 
understood. Do the former realize that 
gorillas and chimpanzees, who might 
make good football and soccer players re- 
spectively, cannot invent the rules of the 
game? Do the existentialists, who are 
more exclusively interested in human ex- 
periences and meanings realize the force 
of culture? Why the reductionism of in- 
terest to wholly individualized meanings? 
I have pointed out that the most person- 
alized meanings have sociocultural roots 
and points of reference.'° While no one is 
more interested in the organized, cultural 
systems of meaning than the anthropolo- 
gist, is it not an equivocation, or at least 
a confusion to dwell on existential “truth” 
without being altogether certain that it is, 
or could be, different from such objective 
realities? This straining away from ob- 
jectivity led Binswanger to decide in ex 
cathedra fashion that Ellen West’s sui- 
cide confirmed her “existential self” and 
consequently he seems to acquiesce to it. 
Heidegger has been accused of similar fol- 
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lies. (One is tempted to say folie a deux). 
In a somewhat more sensitive work on 
schizophrenia, the existentialist, R. D. 
Laing,* describes an ontologically insecure 
person in terms of the self-description as 
“the ghost in the weed garden.” But Freu- 
dians and neo-Freudians have written 
about disturbances in the sense of self, or 
identity, as present in various forms of 
psychopathology including feelings of 
worthlessness and death. In fact, we 
should be able to understand the self not 
simply as an ontological system, but one 
in which the experiences of the self, so- 
cially and culturally, are understood. 
These are the objective realities coloring 
experience, not the inner emanations of 
which existentialists are so fond. Cogni- 
tion, emotion and even proclivities to- 
wards certain perceptions are known to be 
deeply affected by sociocultural settings, 
giving meaning to experience. 


Our problems of classification of ill- 
nesses and their prevention are similarly 
faced with the need for emphasis on 
group, culture and milieu. Half of the 
hospital beds in the U.S.A. are occupied 
by patients with psychiatric disorders. 
Community survey of psychiatric therapy 
needs in New York City, a survey which 
we conducted with Dr. Thomas A. C. Ren- 
nie and others under the name of Mid- 
town (Yorkville) Community Mental 
Health Research Study, indicated that 
over 80% of the people in one of the larg- 
est cities of the world had psychiatric dis- 
abilities which could benefit from therapy. 
In 1956, while working with Dr. Rennie 
on this first urban epidemiological survey 
in North America, I decided to survey the 
extent of such epidemiological problems in 
menta] health, cross-culturally and conti- 
nent by continent. The resulting volume‘ 
shows the problem is not limited to North 
America. In fact, as new and formerly 
isolated regions with lower rates of men- 
tal illness undergo contacts with modern 
nations and experience forms of exploita- 
tion, their problems begin to approximate 
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those of the modern world both in type 
and in extent. Carothers’ African survey 
hinted at this. In a series of recent stud- 
ies which I gathered for all continents and 
some island areas, the point is made re- 
peatedly both in surveys of more primitive 
civilizations and modern ones.*° Again we 
find, as in Midtown of New York City, 
that there are social and cultural variables 
affecting the etiology of mental illnesses. 
At the same time, these variables, located 
outside the individual in the sense that 
they affect whole groups, relate to the 
extent as well as the types of mental dis- 
orders. 


If psychiatry wishes to communicate 
this knowledge of striking variations, both 
in extent and in typology, it must broaden 
perspective beyond one cultural tradition. 
Our classifications developed largely in a 
Western European setting in the late 19th 
Century, with Kraepelin, and were re- 
adapted without an evolutionary perspec- 
tive, that is for cultural evolution, by 
Freud, Bleuler and Meyer. Freud alone 
attempted a typology for individual emo- 
tional maturation, and though he devel- 
oped it within the framework of Western 
European, and Northern European, fam- 
ily functioning, it is to his lasting credit 
that an evolutionary typology of matura- 
tion was outlined. Of all the rest, there- 
fore, he and his colleagues and co-workers 
went beyond the first task of science 
which is ordinarily to collect data, to de- 
scribe and to classify. Of these various 
systems, the Freudian and neo-Freudian 
alone were interested in process and dy- 
namics. These are the Darwins, not the 
Linneus-classifiers. 


It is fair to add, in the process of fac- 
ing present day needs, that Freud’s evolu- 
tion of the individual needs correction, or 
expansion, beyond Western Europe, and 
that the system is inaedaquate for the 
broader framework. The Freudian em- 
phasis on individual evolution is a specific 
evolution, a particular form of adapta- 
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That it is based on a hydraulic analogy 
allows some to say it is mechanistic, and 
perhaps, Newtonian. I can see the point 
of all these criticisms. But I can also 
see that the system is based on clear per- 
ception of the importance of symbol-using 
for humans. It is, after all,a stride forward 
in naturalism, It is fully as interested in 
linking mind and body (or the subject-ob- 
ject relationship of the phenomenologists 
and existentialists), to be sure, as is any 
existentialist. It has depicted and indeed 
discovered the notion of mental balance 
and imbalance, or the countless mecha- 
nisms like repression, denial, projection 
and dissociation. And finally, we must 
recognize that Newton was not wrong, but 
a step towards relativity. The analogy 
appeals to us because Freud was the great 


innovator of an interest in process in psy- | 


chology (psychodynamics), and if his 
heavens were the narrow ones of Western 
Europe, let us by all means invoke the 
larger world. The right question we 
should ask is: How is the system extended 
and revised in the light of transcultural 
evolution? I myself am already convinced 
that the Einsteinian breakthrough to the 
wider heavens lies in the direction of a 


relational theory involving the effects of [ 


cultural evolution on what Freud might 
have termed individual evolution. And so 
I come to the fifth principle of social psy- 
chiatry. Besides the fact that it is inter- 
national, multidisciplinary, weights or 
notes the effects of sociocultural environ- 
ment, and is opposed to reductionism in 
the opposite direction, it is interested in 
process or evolution throughout. It is in- 
terested in the evolution of the illness, but 
also of the cultural setting. This refers 
to general evolutionary principles, to 
adaptability, or to process in a relational 
theory. 


I am further convinced that next steps 
in psychiatry, as Dr. Joshua Bierer’* has 
often predicted, will be on organizational 
levels as well as these levels of the analy- 


tion, or for his time, a current adjustment. sis of relational process. If cultural evo- 
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lution is connected with the evolution of 
mental functioning, there is no need for 
therapeutic organization to go through 
the devious stages (and mistakes) of the 
past under conditions formulated as accul- 
turation, culture contact and the like. No 
biologist, believing in evolution, thinks 
that the amoeba must become a whale be- 
fore he can be aman, Actually, this anal- 
ogy is highly misleading since nonliterate 
and egalitarian societies furnish many 
supports on social levels to the individual 
that we have entirely lost in our society’; 
and the whole sense of group and commu- 
nity involvement in the problems of men- 
tal illness has a sophistication that we 
largely lack. I am proposing that as we 
leave beyond our present horizons, we dis- 
card the purely descriptive classificatory 
nomenclature and develop new cross-cul- 
tural diagnostic categories more inter- 
ested in process. As we do this, the newer 
experimental therapeutic processes can 
themselves, in turn, develop. Dr. Bierer 
has felt that the institutionalization of 
psychiatry in brick buildings, formerly 
locked, was a meaningless anachronism. 
The shift hospital, the community clinic, 
the therapeutic group, the therapeutic 
club are all next steps in the modern 
milieu; and all are important innovations. 
It is important to add that other societies 
may have other bases for building thera- 
peutic systems, and it has been notori- 
ously the case that not only have the 
forms and extent of illness changed, but 
the modes of therapy have also had socio- 
cultural roots. 


In the United States, the Hollingshead- 
Redlich study of New Haven, as reported 
in Social Class and Mental Illness, is a 
prevalence study of those in psychiatric 
treatment only, in public and private facil- 
ities or receiving treatment elsewhere. As 
in our New York-Midtown Study which 
added a random community sample to 
locate those requiring psychiatric treat- 
ment, but often not as yet receiving it, 
both studies—that in New Haven and that 
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in New York City find that the social 
groups most in need of treatment from the 
point of view of extent of disorder or its 
seriousness have the least access to psy- 
chotherapy. Institutional studies, like 
that of Kahn and Pollack at Hillside Hos- 
pital, found much the same thing going 
on inside brick walls. Ethnic or cultural 
distance, combined with lower class status, 
insulates the lower class from the needed 
forms of psychotherapeutic care. Obvi- 
ously, these are class and cultural condi- 
tions which do not respond magically to 
the open door or chemotherapeutic aids. 
In fact, as Duncan Macmillan has pointed 
out for his country, and we might report 
for ours, the open door, while it helps, 
has led not only to higher rates of remis- 
sion in its way, but to higher and almost 
equivalent rates of re-admission. It is 
rightly now called the “revolving door.” 
And even so, as all know, it is most effec- 
tive when the community truly partici- 
pates in the staggering problem of mental 
illness, for it is then that the door truly 
opens in a psychological sense. At the 
same time, we have all too little commu- 
nity interest in the group approach, and 
certainly little start with the contribution 
of social psychiatry to preventive psy- 
chiatry. In the United States, conse- 
quently, the Joint Commission on Mental 
Illness and Health studies, in which I par- 
ticipated, when reporting on manpower 
trends or American views on mental 
health, have mainly a story to tell of 
needs, lack of mobilization of effective 
resources, and the like. In the light of 
the Midtown Study and its figure of over 
80% who would benefit in a modern city 
like New York, it seems clear that or- 
ganizationa] and theoretical models could 
both benefit from the findings of social 
psychiatry.’ 


We have said that human responses are 
symbolic responses and are never redu- 
cible to objectively-defined stimuli, but 
that their actual coloring, affective force 
and use in the psychic economy arise 


sy 
id 
nt 
so 
| 
g 
in 
b- 
y | 
od 
ce 
a- 
st i 
ut | 
y- : 
lis 
he | 
ve 
ed 
‘al | 
ed 
he 
a 
of 
ht 
so 
sy- 
or 
in 
in 
in- 
ut 
to 
1al 
2ps 
1as 
nal 
ly- 
)- 


434 


always from individual experience in 
groups, in interpersonal transactions, and 
in a social] and cultural milieu or back- 
ground. These differentiations, testable in 
groups, mean much in the etiology and 
dynamics of illness forms such as schizo- 
phrenias, Considerations of the existing 
literature led to formulations concerning 
the differences in schizophrenias as they 
occurred in primitive cultures.‘ Forms 
like catatonic confusions, with high rates 
ofremission, led us to speak of these as 
nuclear forms of schizophrenias, distin- 
guishable from chronic and _ paranoid 
types, and containing such variants as 
imu, latah, amok, Eskimo Pibloktoq, and 
others. In the same year, 1956, we began 
publication on the more solidly structured 
and more serious schizophrenias of mod- 
ern ethnic subcultures, one comparison of 
which may be seen in a recent publica- 
tion.” Such differentiations among Ital- 
ian and Irish, Germans and Puerto Ricans, 
and more recently Polish and Austrians, 
are etiological variations studied as to 
given cultural groups. The task of such 
a relational science of personality and its 
ills is to account for cross-cultural differ- 
ences in mental illnesses with as few gen- 
eral constructs as possible. Purely indi- 
vidualistic or existentialist theories ig- 
nore such areas of meanings and values as 
the anthropologist uses in discussing en- 
vironment. Theories of psychogenic evo- 
lution which presume a single type of so- 
ciety cannot like social psychiatry become 
interested in what I called in 1959 “the 
larger vista of people around the world 
and even in remote places as a massive 
laboratory for the study of the relations 
of culture to mental health and illness ac- 
cording to various designs for living.”® As 
further stated recently: 


“Whatever the generic similarities, no two 
cases are exactly the same and this very subtlety 
of each case is exactly what the classical nom- 
enclature has missed. Such existentialist cate- 


gories as individual subject-object patternings of 
experience are equally disappointing, however, 
since they produce their own reductionism. Yet 
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in these same samples, particularly if one works 
to control variables by research design, one not:s 
the cases fall into deterministically generic pa'- 
terns in terms of social and cultural variables.” 

“.. . In preventive and social psychiatry, con- 
sequently, the relevant scientific specialisn:s 
must be mobilized to operate together. In mou- 
ern societies undergoing rapid social change, t 
is important to realize that such primary grou}'s 
as families, peers and neighborhoods, while they 
have significant roles in maintaining the pote::- 
tialities for growth, maturation and ment. 
health are the very groups often least able 'o 
function most effectively in promoting useful 
balances, adequate social controls or healthy 
ethical norms. A society in which these groups 
show pathology is one which requires local analy- 
sis and mobilization of scientific resources io 
prevent further disintegration.”® 


The same may be said for efforts to pro- 
mote positive mental health. 
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Almost everyone called schizophrenic is 
ambulatory in the sense that he is able to 
move around—although if he lives outside 
of a hospital he may initially appear less 
s ck than his hospitalized brother. He is 
at to present a facade of relative normal- 
itv, because his social milieu requires it, 
aid because it makes it easier for him to 
d» so. His psychotic tendencies may be- 
cme Clinically overt under stress, but 
while suspected by others, they are often 
clear only to members of his family or 
those who know him intimately. 


Terms other than “ambulatory” which 
aie applied to this person include: “‘lat- 
ent,” “incipient,” ‘“pseudoneurotic” and 
‘;seudopsychopathic” schizophrenia, 

All of these adjectives imply the pres- 
ence of ways of thinking and feeling which 
are hidden by a mask of relative normal- 
ity, or of neurosis or of sociopathic behav- 
ior. They also suggest caution in apply- 
ing treatment measures which are ap- 
propriate for neurotic but not for psy- 
chotic patients. 

Now, what generalizations can we make 
about the person who exhibits schizo- 
phrenic behavior, masked or overt? First, 
he seems to be someone whose repertory 
of defensive anxiety-reducing techniques 
is limited. In order to achieve some in- 
ner stability, then, he tends to erect psy- 
chological barriers between himself and 
anxiety-provoking situations and people, 
and to revert to less mature ways of 
thinking, feeling and acting. In short, 
he denies the reality of the outer world 
and substitutes a series of fantasies and 
perceptions reflecting his own primitive 
fears and needs. Much of his behavior 
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can be understood in terms of the intru- 
sion of these usually repressed thoughts 
and feelings into consciousness and of his 
attempts to cope with them. 


His subjective experience may be domi- 
nated by intense anxiety or by attempts 
to make sense out of his inner chaos 
through the formation of delusions or hal- 
lucinations, These last may be so perva- 
sive that he is impelled to act upon them. 
Or he may retain sufficient contact with 
reality so that he keeps them to himself 
and knows that other people may be up- 
set if he speaks of his private convictions. 

His coping mechanisms may result in 
an inner experience of boredom, vague 
restlessness, dissatisfaction with life, and 
feelings of emptiness or lack of identity. 
His life is sometimes punctuated by flare- 
ups of suspiciousness or aggressive excite- 
ment, but it is often flat to the point of 
desperation. Under these circumstances, 
as his attention is withdrawn from ex- 
ternal events and people, he may become 
preoccupied with his own body and its 
functions. His preoccupations can often 
be understood in symbolic terms as re- 
flections of specific conflicts. They can 
also be understood as an aspect of regres- 
sion—his tendency to revert to more prim- 
itive ways of behaving or to concerns 
which were important earlier in his life. 
But whatever the cause, he eventually 
turns to-a doctor—not to a psychiatrist— 
whom he may regard as a magician or a 
fraud, or as someone who may deprive 
him of his freedom—but to a “real doc- 
tor” who can relieve him of his concern 
about his body and upon whom he can be 
comfortably dependent. 

Here we meet a paradox, because this 
patient is unable to be comfortably de- 
pendent. He has very strong needs for 
the kind of undemanding love which he 
has not had since infancy. But this means 
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that he is very sensitive to any hint that 
he is not loved completely, and, inevitably, 
he grows over the years to expect disap- 
pointment and rejection. In order to pro- 
tect himself, therefore, he becomes very 
tentative in his relationships with people, 
ready to withdraw or to be hostile in the 
face of minimal frustration. With this 
state of mind, our patient is usually a 
“shopper”—a man who makes the rounds 
of doctors looking for something which 
they can’t supply, and which he really 
isn’t capable of tolerating. Because of 
his unstable defense system, close contact 
with other people threatens to arouse po- 
tentially uncontrollable feelings in him. 
These may result in horrifying fantasies 
of. destroying the world—so that he ac- 
tually finds himself all alone with no one 
to help him. Situations of enforced inti- 
macy may result in surges of frightening, 
overwhelming sexual feelings. 


The ambulatory schizophrenic, then, is 
not ready to relate to the doctor in the 
same way as other patients. He is ready 
to run away or to feel hurt or angry; the 
doctor may then feel rebuffed, and respond 
with annoyance or by armoring himself 
with professional jocularity or an air of 
detachment, The result is that the pa- 
tient, his expectations of rejection still 
further reinforced, continues his round 
of physicians, endless physical examina- 
tions, histories and laboratory tests. 


The doctor’s first problem is to recog- 
nize with whom he is dealing. This isn’t 
always easy. He may find some clues in 
his own responses—the feeling for exam- 
ple that his patient is encased in a plexi- 
glass bubble, like a tail-gunner on a B-17; 
that they can see each other, and that the 
patient is poised to defend himself, but 
that no real interchange is possible. Evi- 
dence of unusual] sensitivity, suspicious- 
ness, hints of poorly controlled hostility, 
rigidly controlled thought processes, un- 
usual elaboration of physical complaints— 
all of these provide clues. A particular 


hazard lies in the temptation to respond 
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—in the case of some patients who speak 
more directly of their psychological pro)- 
lems—to their deep and seemingly plau- 
sible interpretations of their own beha,- 
ior. These usually reflect poorly operat- 
ing repressive mechanisms and are gei- 
erally not useful as the basis for thera- 
peutic discussion. 


The evidence for an underlying psy- 
chotic disorder could be established by 
psychiatric interviewing and psychologi- 
cal testing—but here the physician must 
weigh the advantages for the patient of 
referral against the possibility of fright- 
ening him away; of, in effect, subjecting 
him to yet another rejection, by making 
the referral, Understanding the possible 
hazards, does he want to try, himself, to 
interrupt the tedious journey from doctor 
to doctor? 

Assuming that the latter choice is made, 
I will offer a number of comments with 
insufficient elaboration. 

First, therapeutic modesty is essential. 
The doctor’s decision to deal with the am- 
bulatory schizophrenic in his medical 
practice involves a decision to “manage,” 
in the sense that he is the manager for 
patients with diabetes, heart trouble and 
other chronic difficulties—rather than to 
“cure” in the sense of surgical excision 
or antibiotic treatment. 

The second point is the same as the 
first: therapeutic modesty is essential. If 
the physician, consciously or otherwise, 
needs to demonstrate his prowess as a 
healer to himself, this will be transmitted 
to the patient. The schizophrenic is par- 
ticularly sensitive to evidence that the 
doctor may derive this kind of personal 
gain from the treatment and will not per- 
mit himself to be used in this way. 

The third point is also the same: thera- 
peutic modesty is essential. The doctor 
cannot impose something on his paticnt; 
he must make himself available to him. 
Making oneself available to a _ schizo- 
phrenic has much in common with making 
friends with a small child. The child is 
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interested, but wary. If you are too eager 
to talk, he will clam up. If you try to 
play infantile games he will give you a 
supercilious look. If you try to pat his 
head or otherwise to lay hands on him he 
will run away. 

Fourth—and items one, two and three 
lead up to this—the doctor must be him- 
self. By this I mean, quite literally, be 
the real, concrete, busy physician. Once 
the initial work-up is completed, including 
a certain amount of cautiously gathered 
personal information, the doctor will have 
an idea about the problem. He will then 
want to create a situation in which the 
patient can incorporate the therapeutic 
interviews into his defense system. It 
does not mean long interviews in which 
he free-associates, doing most of the talk- 
ing, while the doctor says little and be- 
comes a relatively ambiguous figure for 
him, This approach has the net effect of 
weakening the patient’s already shaky de- 
fense system and hold on reality. 


Quite to the contrary, the therapist 


_ who aims to bolster the patient’s defenses 


and to keep him functioning, even though 
marginally at times, behaves in a manner 
more like that of the general medical 
practitioner than the psychoanalyst. He 
will see the patient for short visits, 15 to 
20 minutes at a time, frequently enough 
to develop the relationship but not to 
threaten him with too much closeness; 
and he gives as well as takes. That is, 
he doesn’t hesitate to talk a bit about 
himself if necessary, particularly if he 
can emphasize areas of common interest 
with the patient. This de-emphasizes the 
gulf between them; the schizophrenic can 
relate more easily to someone whom he 
perceives as resembling himself in cer- 
tain ways, In addition this patient needs 
feedback, since he already has trouble de- 
ciding who people are and what is real 
and what is fantasy. So the doctor pre- 
sents himself as a real person—another 
man whose human qualities haven’t been 
completely submerged by training. 
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The doctor may behave in other ways 
which fit his general way of practicing. 
If it seems necessary, for example, he 
won't hesitate to use medications which 
the patient finds supporting, even though 
the “placebo” effect may be impressive. 
Similarly, in the event of crisis—a panic, 
a flareup of delusional concern, unusual 
interference with daily life by bodily pre- 
occupations—he will admit his patient to 
a general hospital if possible, knowing 
that immersion in a large psychiatric hos- 
pital can sometimes result in an acute 
surrender to psychosis, In short, the med- 
ical effort will be to keep the patient in 
the community, to maintain his defenses, 
and to guide him by crises as they arise. 


The doctor’s major problem in escorting 
this patient through life is contained in 
the old adage, ‘‘physician know thyself.” 
This means being able to identify one’s 
own responses to annoying, frustrating, 
frightening and puzzling patients, and the 
ambulatory schizophrenic can be all of 
these. Self-knowledge in this sense will 
help the doctor avoid behavior which the 
patient feels as rejection, or an eager ef- 
fort to treat which the patient may ex- 
perience as seduction, or the fostering of 
the patient‘’s expectations for concrete 
care which cannot possibly be fulfilled. It 
will also keep him alert to the prodromal 
signs of an acute psychotic flareup—an 
increased flooding of previously uncon- 
scious material, more vivid and disturbing 
dreams or insomnia, signs of increased 
concern about the motives of others, or 
erotic or hostile concern with the doctor— 
all of which can be easily ignored or mis- 
takenly regarded as a sign of progress. 
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Intravenous Use of Nialamide in Depression 


EDWIN DUNLOP, M.D.* 


A number of monoamine oxidase (MAO) 
inhibitors are currently being used for 
symptomatic relief of various types of de- 
pression. They have, however, one im- 
portant drawback—their inherent slow- 
ness—which limits their use in treating 
the depressed patient with potentially sui- 
cidal impulses. The possibility of encoun- 
tering such patients in everyday practice 
cannot be lightly dismissed, since suicide 
is the sixth most frequent cause of death 
in persons under 65 in the United States.’ 

Consequently, the search still continues 
for rapid-acting drug therapy in depres- 
sion, Use of multiple MAO inhibitors, both 
in recurrent depressions and as primary 
treatment in patients showing a prolonged 
lag period, offers some advantages over 
one agent alone, but is not completely sat- 
isfactory.* 

Recently, another approach to the use of 
MAO inhibitors was reported by Beckett 
Lang (Albany, New York) at the East- 
ern Psychiatric Research Association’s 
meeting in June, 1961. Dr. Lang reported 
remission of depression in several patients 
who received intravenous administration 
of nialamide. (Niamid, Chas. Pfizer & Co., 
Inc.). Following Dr. Lang’s lead, I em- 
barked on an exploratory program utiliz- 
ing large parenteral doses of an MAO in- 
hibitor. 

Nialamide was chosen because of its 
relative lack of toxicity. In a previous 
study, a comparative evaluation of MAO 
inhibitors, nialamide proved to be the best 
tolerated, or least toxic, of the antidepres- 
sants currently in use. This same study 
also showed, however, that it was the 
slowest in producing clinical improvement 
at the recommended oral dosage. 

A type of nialamide therapy which pre- 
serves the compound’s low toxicity, but 
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speeds the onset of action, therefore sees 
highly desirable, 


PATIENT SELECTION 


Forty patients have been treated so far. 
They were selected according to three cri- 
teria: 1) unequivocal depression; 2) fail- 


ure to respond to every other known ther- | 
apy; and 3) acute need of treatment be- | 
cause of recent hospitalization. As wide [ 


a range of depressive conditions as pos- 


sible was deliberately included in the early | 
stage of this study, so data might provide f 
a variety of information for future work. | 


Patients selected initially were from our 
in-patient population, but out-patients 


qualifying in the same fashion are now } 


being treated successfully with intrave- 
nous solutions of nialamide. 


METHOD 


An intravenous solution is prepared by } 


dissolving 1,000 mg. of nialamide (spe- 
cially prepared for intravenous adminis- 
tration) in 1,000 cc, of normal saline. The 
resultant solution is administered by slow 
drip at a rate which would permit the to- 
tal amount to be given in approximately 
two to three hours. 

Patients initially received 500 mg. of 
nialamide in intravenous solution at the 
above rate. Treatment was repeated every 
other day for an average of 5 to 6 treat- 
ments. At each treatment the total 
amount was raised by 250 mg.: to 750, 
and then to 1,000 mg. It was noted, how- 
ever, that at a dosage of 1,000 mg., sev- 
eral patients reported anergia, sommno- 
lence, inactivity, and fatigue—though not 
depression. Dosage, therefore, was re- 
duced to 750 mg. of nialamide per t: eat- 
ment, with the elimination of these «om- 
plaints. 

Treatment is begun at 10:00 a.m.. the 
rate of infusion allowing completio: by 
lunchtime, Out-patients are hospita ized 
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immediately before administration of ni- 
alamide, and remain in bed until one hour 
after the noonday meal. 

‘fo maintain inhibition of monoamine 
oxidase during the intervals between 
treatment, 25 mg. of nialamide is given 
q.i.d. 

it was of great concern, especially in 
th: early days of the study, to record ac- 
cu.ately any blood pressure changes, for 


it was expected that hypotensive episodes 
_ might follow large intravenous doses of a 
| mcnoamine oxidase inhibitor.‘ The use of 
- a Winston Blood Pressure Follower made 
_ it possible to obtain reliable, continuous 
| records of systolic blood pressure without 
' intra-arterial cannulation. In the absence 


of such instantaneously recorded data we 
would not have felt justified in pursuing 


_ this project. Blood pressures of hospital- 


ized patients were also taken at bedtime. 
Routine evaluations of SGO-T levels were 
carried out on all patients before, during, 
and after therapy, as a check on liver- 


| function. 


RESULTS 

Therapy with intravenous nialamide has 
been highly successful and well tolerated 
in the 40 patients treated so far, Fre- 
quently, an appreciable improvement in 
mood has been noticed during the first 
hour or so of therapy. At no time did 
the patients become euphoric or over- 
stimulated. They appeared to be relaxed 
and conversed pleasantly and without ap- 
prehensicn, 

For our earlier cases, we drew upon a 
reservoir of true “hard core’’ patients. 
Many of these were elderly women with 
organic problems such as cerebral arterio- 
sclerosis, hypertensive encephalopathy, 
multiple cerebral vascular hemorrhages, 
and post-shock confusion. More than 80 
per cent of these patients with recalci- 
trant illness had undergone two or more 
series of electroshock treatments during 
the last four years; their current hospital- 
ization demonstrated an obvious lack of 
satisfactory improvement. 
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Several patients who had experienced 
post-electroshock confusion reported com- 
plete reversal of this symptom after their 
first or second treatment with nialamide 
intravenously. We have not been able to 
explain this improvement, but have noted 
its occurrence in severely depressed pa- 
tients. 

No hypotensive reactions were noted, 
except in one male. This absence of hypo- 
tension was surprising; in fact, a para- 
doxical rise in blood pressure was noted 
in a number of our patients within the 
first 15 to 30 minutes of treatment, after 
administration of 200 to 250 cc. of solu- 
tion, This rise often repeated itself in the 
patient during subsequent therapy, but all 
changes in systolic pressure were slight— 
a 10 to 15 per cent variation at most. 

Aside from the one patient who had a 
hypotensive response during therapy, only 
one other patient reacted in an untoward 
manner, experiencing marked excitement 
and exacerbation of psychomotor activity, 
with increased delusions, This individual 
suffered from a severe compulsive disor- 
der with suicidal preoccupation. This may 
have been an instance of a schizophrenic 
personality which became activated by the 
stimulating effect of the nialamide. A pa- 
tient outside the present study, currently 
receiving another MAO inhibitor paren- 
terally (etryptamine acetate), also showed 
an exacerbation of schizophrenic behav- 
ior. Where schizophrenic processes are 
activated, the physician is obviously not 
dealing with a major depressive compo- 
nent, but with depressive symptomatol- 
ogy in a schizophrenic personality. 

With the exception of one patient with 
hypotension, and one with schizophrenic 
exacerbation, there have been no hypoten- 
sive response, hemopoietic disturbance, 
liver toxicity, disturbance in urinary func- 
tion, or other adverse effects noted with 
intravenous use of nialamide. 

DISCUSSION 

Since 1957-58, when the amine oxidase 

inhibitors were first widely accepted in 
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antidepressive therapy, much experience 
had been gained in their use for the treat- 
ment of depressions of all types. It is pre- 
sumed that inhibition of the enzyme mono- 
amine oxidase is the essential mechanism 
by which these drugs have produced 
symptomatic relief.° 

The slowness with which these com- 
pounds take effect has been a principal 
drawback to their use. A judicious com- 
bination of analeptic or electroshock ther- 
apy with MAO inhibitors has perhaps af- 
forded the maximum in protection of the 
patient from possible suicide attempts. In- 
travenous administration also appears to 
have some advantage. Although response 
to intravenous administration is not im- 
mediate, the delay encountered with oral 
use of MAO inhibitors is reduced. 

It is our impression that nialamide 
given intravenously benefits a resident 
type of patient who would be expected to 
show the slightest improvement on other 
therapy. 

All of the patients in the early part of 
this study were severely depressed. They 
had failed to respond to electroshock or 
oral therapy (which would include niala- 
mide itself given orally). Gratifying re- 
sults with intravenous use of nialamide 
may, therefore, be obtained in patients 
heretofore unresponsive to electroshock or 
to active drug therapy. 

Our technique has now been refined to 
such a point that individuals can come to 
the out-patient department and receive in- 
travenous treatment with nialamide three 
or four times in a single week.. Two out- 
patients actually engaged in office work 
on the afternoons of their treatment with- 
out any adverse effect. 

At the dosage used, there was no con- 
vincing evidence that nialamide gave rise 
to any toxic or adverse side effects. The 
two patients who reacted abnormally 
probably did so as a result of mis-diag- 
nosis. 

The Winston Blood Pressure Follower, 
lent to us by the Dynamic Corporation of 
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America, was of particular aid in the con- 
stant monitoring of systolic blood pres- 
sures. The device operates by the con- 
version of digital arterial pulsation into 
measurable current via a_ piezo-electric 
crystal. A cuff has been designed to en- 
close the entire finger, thus raising the 
pressure of finger tissue to that of the «r- 
tery. This allows a normal exchange of 
tissue fluid, nutritional substances, and 
metabolites; it also permits small flow of 
blood when cuff-pressure is below that of 
the artery. The cuff has been worn for 
as long as three hours without cyanosis, 
edema, or discomfort to the patient. 


SUMMARY AND CONCLUSIONS 


A preliminary report is made on 40 
cases of various types of depression, 
treated with nialamide given intrave- 
nously. Both hospitalized patients and 
out-patients were included in the study. A 


dosage of 750 mg. of nialamide dissolved | 


in 1000 cc. of normal saline solution was 
administered, usually at 48-hour intervals. 


Patients had highly satisfactory re- p 


sponses to intravenous administration of 
nialamide. Even those who were unre- 


sponsive to electroshock or oral medica- } 
tion benefited from parenteral therapy [| 


with nialamide. Untoward response was 
noted in only two cases (one hypotensive 
reaction, one exacerbation of schizo- 
phrenic behavior). 

It appears that intravenous use of niala- 
mide may be successful in the depressed 
patient hitherto resistant to other antide- 
pressive therapy. 


9 School St., Attleboro, Mass. 
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The Role of Increased Responsibility in the Precipitation 
of Endogenous Uveitis in Adults: A Negative Report 


EVELYN DUNBAR, M.A., and T, F. SCHLAEGEL, JR., M.D. 


We had previously noticed in about one- 
third of our uveitis patients that the on- 
sei of inflammation was apparently pre- 
ci} itated by or prolonged by increased re- 
sponsibility.". For example, in a series of 
12 consecutive patients, three developed 
uveitis upon contracting to buy a new 
home. A man with a large family of his 
own developed a severe attack when his 
sister and her family moved in with him. 
A young Army wife developed uveitis 
when she learned her husband was to be 
sent overseas. One man failed to improve 


_ with any type of therapy but did improve 


when he was changed to a less respon- 
sible job. 
We want to emphasize that it is our con- 


| ception that in every case of uveitis there 


is some agent such as a bacterium, virus 


| or allergen and that no case of uveitis is 
_ purely psychogenic, It is our concept that 


organic factors are by far the more im- 
portant in the pathogenesis of uveitis, but 


that in many, if not all, uveitis patients 
_ there is a varying role played by unknown 


factors which at the present time we will 
classify loosely as external stress or in- 
ternal psychopathology.’ 

The purpose of this study was to test 
the hypothesis that “increased responsi- 
bility” does help in the precipitation of 
uveitis, and to determine whether such in- 
creased responsibility is more common be- 
fore the precipitation of uveitis than it is 
before the onset of some other ocular and 
non-ocular conditions. Under the condi- 
tions of this study, we found it was not. 


From the Department of Ophthalmology, In- 
diana University School of Medicine. Supported 
in part by a Grant, B-3828-C3, from the Na- 
tional Institute of Neurological Diseases and 
oe and by the Knights Templar Eye Foun- 
ation. 

Preliminary report presented at the Midwest- 
ern Section, Association for Research in Ophthal- 
mology, Indianapolis, Indiana, April 23, 1960. 


METHOD 


As part of their routine work-up, both 
private and clinic patients attending the 
Uveitis Clinic were referred by the doctor 
to the medical caseworker with the expla- 
nation that we were investigating the pos- 
sible role of stress in the precipitation of 
their eye inflammation. Patients from 
penal institutions were excluded because 
of the probability of gross psychiatric 
problems. So too were those under 20 
since we found that these younger pa- 
tients were often disturbed by the proce- 
dure. 

A structured interview was used to dis- 
cover whether or not there were increased 
responsibilities and to explore feelings 
surrounding these. Responsibility was 
defined broadly to encompass other pres- 
sure, such as interpersonal problems and 
unemployment. Each person was asked 
the questions and was encouraged to elab- 
orate. We tried to learn not only if par- 
ticipants had had increased responsibili- 
ties or stresses, but also what meaning 
these had to them. Of the many patients 
who were interviewed, a small percent 
questioned the content of the interview 
and three refused to be interviewed. Some 
of these were patients who found it dif- 
ficult to accept the possibility that emo- 
tional stress might have any part in their 
medical problem. Others were more ver- 
bal in their anxiety about the possibility 
of suspected mental illness. Some pa- 
tients lacked insight or for some obscure 
reason were unable to give more than a 
minimum of information about them- 
selves. Many patients took this oppor- 
tunity to discuss their problems fully, hop- 
ing for help. 

Questions about responsibilities were 
restricted to the 12 months preceding the 
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most recent attack of uveitis. At first an 
attempt was made to cover each attack, 
but this was discontinued because patients 
were unable to recall in sufficient detail 
the earlier periods and were confused by 
the attempt. The interview lasted from a 
half hour to more than an hour depending 
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upon the response of the patient. 


Some 


of the answers to the structured inter- 
view may be found in Tables I and II. 


TABLE I 


A Sample of the Kinds of Stresses of 


Uveitis Patients 


2 
Description of some of the §¢ 
stress areas prior to onset 
Dissatisfied with em- 
ployment and salary NG 3 
Dissatisfied with job; 
trying to get family into 
USA; depressed during 
holidays G 1 
Still grieving over death 
of aunt G 3 
Overtime on job in ad- 
dition to mandatory 
beauty course G 2 
Wife ill G 2 
Birth of child; mother 
ill G 4 
Responsibility for ex- 
pelling student G 3 
TABLE II 


Possible 
Etiology 


Unknown 


Tuberculous 
Unknown 
Tuberculosis 
Unknown 
Toxoplasmosis 


Toxoplasmosis 


A Sample of the Kinds of Stresses of 
Control Patients 


Description of some of the stress 
areas prior to onset 


Conflict about having children; 
competition with co-worker; in- 
creased work pressure 
Husband incapacitated; threat 
of children being taken from her 
Change in work with need to 
make decisions 

Increased hours and demands of 
customers—husband ill 


No income and financial respon- 
sibility for son 

Conflict between the wife and 
daughter; wife psychotic; finan- 
cial problems 

Employer pressuring to get 
more work from employees 


Diagnosis 


Keratitis pro- 
funda 


Atopic kerato- 
conjunctivitis 
Macular degen- 
eration 
Disciform ker- 
atitis (post 
herpetic ) 
Neuroretinitis 


Thrombosis of 
branch vein 


Traumatic iri- 
tis 
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Number of Participants 


Eighty uveitis and 63 control patients 
were interviewed. When matched accoid- 
ing to age and education, only 48 from 
each group could be included. The sub- 
jects thus comprised 48 uveitis patients 
and 48 controls. Among the latter, tie 
following groups were combined after a 
chi-square analysis indicated that except 
for the spouse groups having fewer finan- 
cial worries, there were no significant dif- 
ferences in the areas studied: 


13 non-ocular male ulcer inpatients at Veterans 
Administration Hospital, Indianapolis, Indiana; 


18 ocular patients with other eye problems often 
confused with uveitis such as disciform degen- 
eration of the macula and keratitis profunda. 
In an attempt to get ocular conditions as much 
like uveitis as possible, it is likely that we 
have been guilty of including some uveitis pa- 
tients in the control group. For example, many 
of the cases labeled as having a possible vas- 
cular lesion of the macula (Table II) may have 
had the macular lesion of histoplasmosis re- 
cently described by Woods'; 


17 non-patients were spouses or other relatives 
of uveitis patients who were routinely willing 
to be interviewed but tended to respond less 
freely and to discuss the questions less fully. 


The areas studied are summarized in 
Table III. Although questions relating to 
the meaning of increased responsibilities 
were included in the interview and consid- 
erable information was obtained, we found 
no way to quantitate the various items so 
each of the areas was given equal value. 


RESULTS 
Characteristics of Participants 


Sex: In the uveitis group there were 28 
men and 20 women; in the control group, 
32 men and 16 women. Since the ulcer 
control patients were all male there were 
proportionately more males in the con- 
trols. 

Age: Most of the uveitis patients and 
controls were in the 20-45 age group nd 
were matched according to age in ten ) ear 
intervals, 
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TABLE III 
Areas Studied 


I. Employment Responsibilities 


1. Increased hours: 

a) overtime on regular job 

b) increased hours required of new job 

c) increased hours resulting from acquisi- 
tion of part-time work in addition to 
full-time job 

d) increased hours resulting from academic 
study in addition to full-time job 


. Objective increase of responsibility from: 
a) promotion 
b) increased business 
c) increased scope of duties 
. Subjective increase of pressure from: 
a) greater responsibilities of job 
b) increased expectation from employer 
c) patient’s own need to make good 
i. Dissatisfaction with job and/or considering 
another job: 
a) demands of the job 
b) unfair requests or responsibilities 
c) dissatisfactions about salary, type of 
work, employer or employees 
d) conflict about changing positions 


ve 


Il. Family Responsibilities 


1. Engaged or married 

2. Pregnancy or birth (participant or partici- 
pant’s wife) 

3. Financial worries 

4. Interpersonal family problems: marital con- 
flict and concern over other members 

5. Illness or death in family (if concerned) 

6. School stress 

7. Physical or financial support of others out- 
side the immediate family 

8. Negotiation for or actual purchase of home 


Education: Patients and controls were 
matched according to education, so there 
are no significant differences. The larg- 
est number had at least a high school edu- 
cation, 

Employment: Slightly more of the uvei- 
tis patients were employed when com- 
pared to the control group but the dif- 
ference is not significant. 

In general, most patients participating 
in this study were carrying on with their 
usual activities in home and community. 
They were adequate, self-sustaining men 
and women; those who were employed 
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functioned effectively on the job and the 
unemployed women cared for their homes 
and families. Only a small per cent of 
the patients were receiving eye treatment 
from public funds. Of the 28 men in the 
uveitis study, only one was unemployed. 
Some patients were having difficulty keep- 
ing their jobs because of decreased vision, 
and approximately four who were fol- 
lowed in the clinic later had to quit their 
jobs because of loss of vision. Although 
the majority of participants in the con- 
trol group were self-supporting, ade- 
quately functioning men and women, 
among the male ulcer patients of Veter- 
ans Administration Hospital there were 
more who were unable to work. 

Siblings: Participants in the contro] and 
uveitis groups compared closely in regard 
to the number of siblings they possessed, 
as they did in regard to sibling rank. 

Marital Status: The majority of pa- 
tients were or had been married at the 
time of the interviews; there were no dif- 
ferences in the two groups. 

Number of Children: A greater number 
of the control patients had no children as 


TABLE IV 
Distribution of the Number of Uveitis and 
Control Participants Having from 0-12 
Stresses 


No. of Stresses Uveitis Control 


Mean number of stresses per uveitis case—2.40 
Mean number of stresses per control case—1.90 
T test result—1.28 

Probability value —.25 
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compared to the uveitis group. The con- 
trol patients had 38 fewer children than 
did the uveitis patients although there 
were no significant differences in the num- 
ber of children per family. 


Number and Distribution of 
Stresses of Participants: 


Five of the 48 uveitis patients denied 
stress as compared to 13 of the 48 con- 
trol cases, The mean number of stresses 
per uveitis case was 2.40. The mean num- 
ber for the control cases was 1.92. The 


TABLE V 
Comparison of the Number of Participants 
of the Uveitis and Control Groups Hav- 
ing Stress in One or More of the Twelve 
Areas of Stress Studied 


Stress Uveitis Control 
Increased responsibilities .............. 8 13 
Encreased pressures ........................ 10 13 
Dissatisfied with job and/or con- 

Engaged or married ........................ 1 1 
Pregnancy or birth of child .......... 6 4 
Illness or death in family .............. 18 16 


There are no instances in which the differences 
as calculated by the chi-square technique reached 
the 5% level of confidence. 
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variances were homogeneous. The ap- 
propriate t-test yielded a result of 1.28 
which has a probability value of about .25 
and is, therefore, not significant (Tables 
IV and V). 

One possible explanation for the lack of 
difference between our control and uveitis 
groups may lie in the fact that our con- 
tro] group may have been suffering from 
an equal degree of psychopathology. When 
it is remembered that our control group 
included cases of peptic ulcer in which 
the role of emotional factors is well rec- 
ognized, and functional vascular lesions 
such as central angiospastic retinopathy 
which some consider to be due to anxiety, 
we feel that the results of this study do 
not rule out the possible role of emoti6nal 
factors in the precipitation of uveitis. Fur- 
ther studies seem warranted. 


CONCLUSIONS 


Under the conditions of this experiment, 
increased responsibility was found to play 
no role in the precipitation of endogenous 
uveitis. 
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We experience normal anxiety whenever we move from the old, the sheltered, the 
known, the tested and the certain into the new, the unknown, untested and uncertain. 
... Normal anxiety is an inevitable accompaniment of healthy growth and change... . 
We experience it when we are involved in healthy conflict or the clash between oppos- 


ing convictions. 


Isidore Portnoy 
American Handbook of Psychiatry, Vol. I, p. 310 
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The Hospital Bedside Interview 


H. KEITH FISCHER, M.D., M.Sc.* 


The psychiatric interview at the hospi- 
tal bedside is a specialized exercise. It 
differs from the office interview and, un- 
less its unique demands are considered and 
handled appropriately, it is likely that it 
may prove unrewarding to the patient and 
h:s physicians. What are some of these 
ce) ucial variables? 


The hospitalized patient is the focus of 
a team effort. This involves his attend- 
ing physicians with his internes, residents 
aid consultants, the nurses, the attend- 
ats, etc. It includes the varying partici- 
pation of the patient’s spouse, family and 
relatives, and all this is further compli- 
cated by the presence of other patients. 
Irrespective of what is going on within 
the patient, there is an exceedingly com- 
plex and variable set of interpersonal in- 
teractions going on with those about him. 

My first suggestion then, would be that 
the interviewer begin by observing this 
“outside” situation and its immediate 
functioning. The pertinent data can be 
collected from the various people men- 
tioned above, as well as from the hospital 
record, including the histories, progress 
and nurses’ notes, to say nothing of a 
glance at the medication records to see 
the amount, number and changes in the 
tranquilizers, sedatives and pain relieving 
drugs, 

As the interviewing physician adven- 
tures further into this setting, he needs 
to assay the conscious reasons for the con- 
sultation. What does the physician wish 
to get out of the interview? What does 
the patient wish to get out of the inter- 
view? At times the referring physician 
may have neglected to mention to the pa- 


*Associate Professor of Psychiatry, Temple 
University Medical Center, Philadelphia, Penn- 
sylvania. 

Presented at the Annual Meeting of the Acad- 
emy of Psychosomatic Medicine, Philadelphia, 
Pennsylvania, October 13, 1960. 


tient that he has requested the opinions 
of an interviewing psychiatrist or physi- 
cian, or has hidden some of his own reser- 
vations behind the device of telling the 
patient that a “neurologist” is coming in 
to “examine” him. 

In addition, there are the unconscious 
reasons why the physician, his patient or 
family, want the consultation. Perhaps 
the physician, the patient or his family 
have insisted on the consultation because 
they are becoming uncomfortable and in- 
tuitively sense that things are “going 
bad.” It is their wish that a psychiatrist 
come and add something which under- 
stands and pulls the present situation back 
to the healthy reality. Other times the 
consultations may be suggested because 
of resentments, hostilities or the wish to 
have the patient punished or disciplined 
because he is somewhat irascible, unco- 
operative or is not getting along as well 
as he should, At times, referring physi- 
cians may resist being aware of these pos- 
sibilities; the interviewer’s awareness and 
handling of this is important in getting 
the entire treatment group back on a posi- 
tive and constructive therapeutic course. 
At other times, the physician may realize 
this, but will reveal it only in an informal, 
private communication if the interviewer 
questions him directly. He would most 
likely be reluctant to write it down in 
black and white on the consultation re- 
quest. 

Also, the interviewer must be prepared 
to realize that, on occasion, none may be 
consciously aware of the real reason for 
the consultation. In this regard it is the 
interviewer’s responsibility to detemine 
all that is “going on.” 

The interviewing physician must be pre- 
pared to frequently enter a treatment sit- 
uation which has become negative in vary- 
ing degrees. In this case he may be al- 
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ready designated in the patient’s mind as 
an unhelpful and unwelcome person, and 
varying degrees of hostility may be di- 
rected onto him before he has had a 
chance to even say “hello.” If the inter- 
viewing physician cannot tolerate this, 
and gets upset because his good intentions 
are not immediately recognized and ap- 
preciated, he may defeat his own useful- 
ness as early as the first moment of con- 
tact with the patient. It is true that in 
these situations, the therapeutic success 
or failure of the entire effort, may be de- 
termined in the first few minutes of the 
interview contact. 

From these observations, it becomes im- 
mediately evident that the interviewing 
physician cannot separate his fact-finding, 
diagnostic, and prognostic functions from 
his frequently ‘unspoken’ responsibilities 
for rendering some therapeutic interven- 
tions in the total treatment situation as 
he goes along. Consultation and a thera- 
peutic aspect always go hand in hand. 
The interventions may be subtle and in- 
formal, but they may certainly be crucial. 
It is, therefore, the responsibility of the 
psychiatrist to “monitor” the entire treat- 
ment operation from the psychiatric and 
emotional points of view to see that the 
therapeutic team and the patient are 
aware of the common aims, goals and 
progress of the effort. It is the respon- 
sibility of all involved to keep therapy on 
a constructive level. Should the psychia- 
trist or the interviewing physician fail to 
cooperate in this, they may never get an 
opportunity to collaborate further. 


Despite the importance of the unique 
role the interviewing physician has in en- 
tering the treatment group, he must never 
forget that another physician is the head 
of the treatment group and is responsible 
for the ultimate therapeutic results. If 
this referring physician has been forced 
to have a psychiatric consultation by the 
patient or his family, or if he is con- 
sciously or unconsciously lacking in un- 
derstanding of the psychiatric implica- 
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tions; or if the interviewing physician 
and the head of the treatment group fail 
to combine their goals, facts and resolve 
the problems as they come up, the inte’- 
viewing physician needs to discuss and in- 
terpret these points. This may occur when 
a patient begins to get some insight in a 
satisfactory series of therapeutic inter- 
views, but begins to show some emotion 
and anxiety as the material is released 
from the unconscious. Some physicians, 
nurses and families may interpret this 
automatically as a sign that things are 
“going bad.” In this regard, they need 
to be prepared and helped to understand, 
tolerate and to function appropriately 
with this change in the patient’s emotional 
investments and ego re-arrangement while 
stability at a healthier level of functioning 
is being achieved. 


Some general observations may assist 
the interviewing physician in collecting 
this data. 


1. The patient’s immediate problem is, 
of course, of primary interest. In gen- 
eral, the greater the amount of primal 
anxiety and the greater the ego disrup- 
tion, the more likely the physician will 
find the patient concerned with his own 
existence and the treatment and its con- 
sequences. In this situation, the patient’s 
fears of death, injury, disease, insanity 
or acute harm will be the priority sub- 
ject. At this time, unrelated questions 
involving things considered abstract and 
unimportant in the urgency of the pres- 
ent situation frequently make him lose 
faith that his interviewing physician un- 
derstands the gravity and desperation of 
what he is facing. For example, the })a- 
tient who is secretly contemplating jum p- 
ing out of the hospital window, or wond:r- 
ing whether he will see again, rightfu'ly 
has very little sympathy with such qu:s- 
tions as the length of time he was breist 
fed or the age at which he was toilet 
trained. In short, primal anxiety and acute 
ego disruptions are a priority and one 
does not need to know the entire life h s- 
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tory in order to realize that a panic is im- 
pending and to begin to handle it. 


2. A second point is that the interviewer 
seeks to find as quickly as possible the 
enotionally-invested thoughts and trans- 
actions at the present time. The ego is 
where the emotion and tension is. Once 
this has been elucidated and the ego stab- 
ilized, the therapeutic group positively and 
constructively oriented, further dynamic 
details as to the long-range problems and 
possibilities of psychotherapy can be de- 
te: mined. 


3. It is now becoming evident that the 
interviewing physician must be prepared 
to be flexible in selecting his goals and 
areas of contribution to the patient and 
the treatment therapeutic group. If he is 
compulsively oriented with limited inter- 
ests, and a limited therapeutic regimen, 
he is likely to be of little help and add 
little positive assistance to the entire sit- 
uation. He just will fail to “fit in” and 
to contribute. To be successful he must 
be prepared to deal with any dynamic 
complex. If he can handle these, under- 
stand them and aid in their resolution, 
he will assist greatly in the therapeutic 
team effort and its ultimate success. 


4. Some technical suggestions to con- 
sider: a) If the patient is panicky or in 
acute pain, frequent short visits may be 
more rewarding than a 50-minute seance. 
b) It is better to return frequently and 
“go slowly” in collecting historical data 
if the initial contact reveals a hostile pa- 
tient. c) Make the relation positive, then 
proceed. d) Always start talking initially 
about the patient’s chief hospital com- 
plaint. e) Don’t “crystal ball” him with 
interview “razzle dazzle.” f) Don’t make 
decisions that are outside your responsi- 
bility. Also, don’t say what you don’t 
know and don’t promise what you can’t 
deliver, 

Intellectual and emotional integrity 
with expert knowledge of tissue and psy- 
chopathology can come together in a re- 
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warding effort. The interviewer must see 
that this occurs. 


CASE HISTORIES 


Case No. 1. Psychiatric consultant uncovers 
severe character disorder and acute family emo- 
tional difficulties which have complicated and de- 
layed recovery from pelvic abscess. 

Psychiatric consultation was sought because 
a 19-year-old married woman became panicky, 
was unable to eat or sleep and suddenly had 
unfavorable reactions to tranquilizing and sed- 
ative drugs in the course of treatment for pelvic 
abscesses. 

The hospital records noted that the patient 
was admitted with fever and lower abdominal 
pain. This was secondary to vaginal surgery 
one month previously for an ectopic pregnancy. 
Subsequently, abscesses caused lower abdominal 
pain with temperature for eight days. Surgery 
for the ovarian abscesses was performed and the 
patient discharged one week later only to be re- 
admitted three days thereafter. 

Past medical history reports a T&A at age 
two and a D&C three months before the present 
episode, at which time infectious hepatitis and 
peritonitis were also treated. In the past, the 
patient had suffered from bronchitis on two oc- 
casions and pneumonia once. Menarche was 
listed as age 11, with irregular periods every 35 
to 38 days. Last menstrual period was noted 
four months previously. 

Family history noted that father was living 
and had suffered a heart attack seven years 
previously. A sister had her ovaries removed. 
The patient was noted to have been married eight 
months and to have lived 3000 miles away from 
her parents. 

Physical examination recorded a fever of 103 
and signs compatible with the previous descrip- 
tions. 

Progress notes noted vomiting on day of ad- 
mission; the following day a second surgical 
procedure for the pelvic abscesses. On the sec- 
ond day there were urination troubles with fre- 
quency and burning; on the fourth day the pa- 
tient was out of bed, but had pain on sitting up. 
Six days following admission there was a sud- 
den change in emotion when she became nervous, 
had a poor appetite, was unable to sleep, twitched, 
had an untoward reaction to drugs, and became 
pessimistic, sick and depressed. It was at this 
time that a psychiatric interview was requested. 

The interviewer was reviewing the chart rec- 
ord when the patient’s parents approached him. 
They were distressed and in a moment men- 
tioned that their daughter had married and 
moved away nine months previously. Four months 
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later she missed a menstrual period and thought 
she had a miscarriage. At this time a D&C was 
done. Following this, a diagnosis of infectious 
hepatitis and peritonitis was made. Since the 
patient was thought to be in critical condition, 
the mother flew to her daughter’s bedside. At 
the same day the mother heard of her daugh- 
ter’s illness, the patient’s grandmother (mother’s 
mother) died. As the patient’s mother arrived 
at her daughter’s bedside, word came to the 
mother from home that her husband (the pa- 
tient’s father) had had a heart attack. The pa- 
tient’s mother flew back to her home. The 
daughter improved. Three months later there 
was the ectopic pregnancy and the previously de- 
scribed illness. After the initial treatment, the 
patient and her husband came back to the pa- 
rental home. The patient’s nervousness and de- 
pression coincided with her husband leaving to 
go back to his job at their home several thou- 
sand miles away. 


Armed with the above information, the inter- 
viewer went to see the patient who was trying 
to keep up a brave front. It was now clear that 
the family was highly emotionally-invested in 
each other, and that it seemed likely that the 
patient was controlling panicky fears and a de- 
pressive, pessimistic and helpless outlook about 
her present situation. 


Immediately, the patient reported a repeated 
dream in which she was involved in nuclear war 
in which all were killed. However, she was not 
a part of the destroyed crowd, but an oniooker 
from afar. She had called to her husband who 
was beyond her reach. On a verbal level the 
patient was anxious and emotionally ready to 
discuss her fear and her panic, although she did 
not know its real source. Intellectually she had 
concluded that she would never live to leave 
the hospital. She was afraid to depend on her 
mother and her father, because of their own emo- 
tional concerns and was unable to depend on her 
husband who was now 3,000 miles away. In this 
regard, she could not picture herself as suffi- 
ciently strong, stable and mature to take a 
healthy role as a wife. In this ‘“double-bind” her 
fears and depressions seemed overwhelming. 


She was seen again the following day; she was 
able to see that her present situation was the 
result of long-term personality trait difficulties 
and her failure to solve her dependency and in- 
feriority problems and, in effect, were due to an 
inability to “grow up.” The delay in recovery 
from the physical illness was a part of this. She 
was able, with support and insight, to get hold 
of herself and the surgical episode progressed 
satisfactorily. She continued with psychother- 
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Case No. 2. Psychiatric interview discovers a 
patient who wishes to die and wants help in dy- 
ing rather than help to get well. 

An internist who was treating a 45-year-old 
Puerto Rican wife for voice and eating disorde:s 
requested a psychiatric consultation when tie 
patient was seen to be in a regressive witn- 
drawal, characterized by crying and new sym»p- 
toms in the neuro-muscular and gastrointestinal 
area. 

The patient gave a story of a husband who 
had different sexual standards than her own, aid 
who seemed to be confused in taking and re- 
jecting home and family responsibilities. The 
patient decided that unless she could ‘cure her 
husband” and change him, nothing would im- 
prove. She was inwardly angry and guilty about 
her religion and said that she had lost faith in 
herself and God. 

In a second interview with the referring in- 
ternist and the psychiatrist, the patient became 
emotional and asked the internist to kill her 
with medicine. She said that everything was 
hopeless, that she feared insanity and was pan- 
icky, and in this situation she considered it his 
duty to help her die. The internist handled the 
request beautifully and explained his construc- 
tive role and his contributions to the problem, 
but indicated that he could not function as she 
desired. 

The following night the patient became pan- 
icky and had paranoid ideas that the nurse was 
going to kill her with pills. 

With the appearance of these ideas and the 
emotions accompanying them, the patient’s phys- 
ical symptoms improved. She had now projected 
her hostile death wishes, and was afraid of dy- 
ing. We were able to assist in controlling her 
panicky ego and its underlying impulses. She 
became therapeutically interested in the destruc- 
tive aspects of her rage and guilt. As she 
calmed down, we called in a priest with the pur- 
pose that she re-establish her emotional invest- 
ments for stability and security with the Church. 
We also offered her social and psychiatric out- 
patient help. 


Case No. 3. A patient facing repeated sury ry 
is discovered to be covertly disturbed and an:iry 
to the point of suing her physician if one » ore 
thing goes wrong. 

Psychiatric interview was requested by the 
gynecologic surgeon, because he had vague ind 
troubled feelings and thoughts that ‘‘all was not 
going well” with his patient who was sched ‘led 
for future surgery. 

The patient was a 35-year-old housewife vho 
was admitted for abdominal pain. She hai a 
history of one pregnancy and was now suffe: ing 
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with pain since an operation one year previously 
for ovarian cystectomy. An ovary and the uterus 
were removed five years previously for dysfunc- 
tional bleeding and abdominal pain. She says 
she has had cystic ovaries since her first preg- 
nancy. This resulted in 13 days of menstrual 
bleeding out of a 28 day cycle. She could not 
wear a girdle because of abdominal pain; codeine 
was of no help. The patient said that she avoided 
intercourse because of pain. Her past medical 
history revealed a D&C, uterine suspension, ap- 
pendectomy and hysterectomy. 

Family history reported that mother died at 
the age of 39 with high blood pressure when 
the patient was 14 years old: Her father had 
died of ‘flu’ 14 years previously. 

The medical record stated that physical exam- 
ination revealed an ovarian mass. Roentgeno- 
graphic studies of the gall bladder and bowel 
showed no abnormalities. She was scheduled for 
a iaporotomy. The nurses reported her to be 
“negative,” that she made critical and sarcastic 
remarks about physicians, although she clings 
and holds onto each one who comes into her 
room. 


On bedside interview she revealed that she 
has had 7 operations of major importance and 
two minor operations. These occurred between 
the period of 1954 and 1956 and again from 1958 
to 1960. She dated all her illness from the birth 
of her son 18 years previously. Her own mother 
had died at age 39 and had 10 children. The 
patient was in the middle of these. The youngest 
was two years old when the mother died. 

The patient’s husband was six years older. He 
was in the armed forces in the early 1940’s and 
never got his job back on return. The patient 
began working and the family lived on her in- 
come. Meanwhile her husband developed an ul- 
cer and was sick for a year; finally he found a 
job. However, he developed another ulcer and 
five years ago had a partial gastrectomy. She 
thought that her husband and herself had a good 
marriage; that they supported and helped each 
other. She thought her female organs were 
weak and that all will be better once the re- 
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mainder of the ovary is removed. She expected 
to be ill for five or six months after this opera- 
tion, and was worried about the length of time 
away from work. She wanted to live and go on, 
because her son must go to college, and this 
must be accomplished. She had been annoyed 
and disappointed after each operation as if she 
were “pulled off a cloud.” She stated that “if 
they leave a piece of ovary inside her she will be 
no good; otherwise, it is up to God.” 

As she continued to discuss this subject she 
became angry with the physician who did not 
remove all her pelvic and feminine organs. As 
the hostility poured out, she insisted that the 
interviewer promise not to reveal her anger to 
her surgeon and her threat to sue should this 
operation not be successful. To resolve the di- 
lemma of wishing to please her, and yet remem- 
bering my responsibility to her referring phy- 
sician, I asked her to help me compose the con- 
sultation report. She agreed that I should tell 
her surgeon of her concern about the removal 
of the rest of the ovary, of her fear of dying, 
of her fear that the operation will not make her 
well. She further consented that I beg the 
surgeon to be aware of her great concern in all 
this. 

The patient calmed down considerably after 
this interview and my offer to help her through 
this trying period. The referring physician 
called me and asked what kind of psychiatric re- 
port this was. I suggested to him that the sit- 
uation was quite unusual and for the present 
would he please merely read between the lines. 
He agreed to do this, and “read” quite clearly. 

The surgery and the surgical convalescence 
were accomplished without incident. In addition 
to the pelvic disorder, an active peptic ulcer, 
which had not been previously discovered by 
roentgenographic studies, was found and a par- 
tial gastrectomy was included. On recovery from 
the surgery, the patient felt very well. It was 
at this time that we were able to recommend 
some further psychotherapy for the underlying 
personality and family difficulties. 


Greene and Coulter Sts., Philadelphia 44, Pa. 
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A Trial of a New Tranquilizing Agent in 


Geriatric Patients 


W. STANLEY WELBORN, M.D. 


Perhaps not since the days when such 
cure-alls as Dr. Bateman’s Pectoral Drops 
were hawked from the backs of wagons 
has there been a group of drugs recom- 
mended for as many indications as the 
ubiquitous agents known as tranquilizers. 
In the short span of seven years, since 
their advent, these drugs have been em- 
ployed in every branch of medicine and 
even in some ancillary specialties, such as 
dentistry and podiatry. The reasoning 
for this widespread application has been 
that every impairment to man’s health as 
well as every medical or surgical proce- 
dure is associated with some degree of 
anxiety which may be relieved with the 
use of a tranquilizer. While some of these 
uses are of questionable value, there is 
little doubt that the tranquilizers have 
opened a new era of progress in the treat- 
ment of mental and emotional disorders 
and of those physical disorders with psy- 
chosomatic components. 


It is well recognized that strains and 
stresses increase with advancing age and 
that, as we become older, psychosomatic 
complaints become more frequent. There- 
fore, it is not surprising that the tranquil- 
izers have been used with a good measure 
of success in the field of geriatrics. Of 
the various types of tranquilizing agents 
in current clinical usage, the phenothia- 
zines have become established as the most 
effective group in the management of the 
majority of these complaints.'? For the 
past eight months we have had a new 
phenothiazine derivative, acetophenazine, 
under study in a group consisting mostly 


From Department of Medicine, University of 
Oregan Medical School, Portland, Oregon. 

Presented at a Symposium on Anxiety and De- 
pression at the Meeting of the Academy of Psy- 
chosomatic Medicine in New York, N. Y., June 
25, 1961. 


of geriatric patients with marked anxiety 
and tension states. 

We became interested in acetophenazine 
because this drug was said to produce ef- 
fective tranquilization and a desirable de- 
gree of sedation;** unlike other phenothi- 
azines, it was reported not to cause extra- 
pyramidal manifestations.* It was felt 
that a tranquilizer with such properties 
would be most useful in the geriatric pa- 
tient. 

CHEMISTRY 


Acetophenazine belongs to the pipera- 
zine group of phenothiazines which in- 
cludes prochlorperazine (Compazine), tri- 
fluoperazine (Stelazine), fluphenazine 
(Permitil), perphenazine (Trilafon) and 
thiopropazate (Dartal) ; a piperazine ring 
is present in the side chain of these com- 
pounds which, according to Ayd,' have a 
higher milligram activity and a lower inci- 
dence of side effects than other phenothi- 
azines. Acetophenaz:ne is 1-(2-hydroxy- 
ethyl) -4-[3-(2-acetyl-10-phenothiaziny]) - 
propyl |-piperazine dimaleate. 


BASIC PHENOTHIAZINE 
STRUCTURE 
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TRIFLUOPERAZINE ACETOPHENAZINE 


MATERIALS AND METHODS 


Acetophenazine was compared to pheno- 
barbital in a series of 76 patients at the 
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Out-Patient Clinic of the University of 
Oregon Medical School. There were 26 
males and 50 females, ranging in age from 
17 to 84 years. It should be noted that 
only 15 of these patients were under 50 
years of age, while the majority were in 
the sixth and seventh decades of life. Thus 
the largest proportion of this series con- 
sisted of geriatric cases. 

Anxiety and tension were the primary 
complaints in 44 patients; these manifes- 
tations were secondary to angina or hy- 
pertensive cardiovascular disease in 11 
cases, alcoholism in six, lues in three, 
peptic ulcer in two, bronchial asthma in 
two, and pulmonary emphysema, hyper- 
tension, suspected brain tumor, mental de- 
ficiency and petit mal in one case each. 
There was one patient with paranoid 
schizophrenia and two with psychoneu- 
roses, 

The double-blind technique was used 
throughout the study. The two medica- 
tions were of identical appearance and 
were designated A and B respectively. 
Neither the physician nor the patient 
knew the identity of either agent. The 
acetophenazine tablets contained 20 mg. 
of the active ingredient and the pheno- 
barbital tablets 16 mg. each. Both medi- 
cations were given in a dosage of four tab- 
lets daily for periods of approximately 
three months, without regard to effects 
observed. 

All patients were seen at two- to four- 
week intervals, They were subjected to 
careful physical examination and inter- 
viewed before institution of, during and 
at the end of treatment. Laboratory 
studies, consisting of blood pressure de- 
termination, white blood count, hemo- 
globin, urinalysis, bromsulphalein test and 
albumin/globulin determination, were car- 
ried out at appropriate intervals. Patients 
were also weighed at each visit. 

Results were recorded as excellent when 
anxiety and tension disappeared com- 
pletely, good when these manifestations 
were well controlled, fair when they were 
reduced measurably but not satisfactorily, 
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and poor when they were only very 
slightly reduced. Results were recorded 
as no change when the patient’s status 
remained unaffected, adverse when anx- 
iety and tension became worse or when 
significant side effects occurred, and very 
adverse when side effects were severe. 


RESULTS 


Thirty-nine patients received acetophen- 
azine and 37 phenobarbital. According to 
the criteria outlined, in the patients 
treated with acetophenazine, results were 
good in 10, fair in 11, poor in four and ad- 
verse in seven; the status remained un- 
changed in seven. In those receiving phe- 
nobarbital, results were good in 14, fair 
in eight, poor in six and adverse in two, 
while the status remained unchanged in 
seven. 

The side effects seen in the acetophen- 
azine group were six cases of drowsiness 
or weakness, and one each of dizziness, 
depression, “lightheadedness,” ‘cheap 
drunk” and malaise. All laboratory para- 
meters remained within normal limits. 
The only changes seen were a desirable 
fall in blood pressure in some patients 
with elevated pressure who received ace- 


tophenazine. There were no significant 
weight fluctuations. 
DISCUSSION 


The results of this study indicate that 
acetophenazine may be employed most ef- 
fectively, in geriatric patients, in uncom- 
plicated anxiety and tension states and in 
those associated with angina pectoris. 
This latter observation confirms the ear- 
lier findings by Hirshleifer.* Acetophena- 
zine also proved a safe drug. At least 
during this relatively short study, it failed 
to produce the undesirable manifestations 
of a more serious nature often seen with 
other phenothiazine derivatives, Although 
only 54% of patients were benefited, un- 
der the circumstances we consider the re- 
sults obtained with this tranquilizer satis- 
factory. Here it must be borne in mind 
that the great majority of cases were of 
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the older age group in which psychoso- 
matic complaints often form part of a way 
of life. In fact, there is much evidence 
indicating that, in some cases, the removal 
of all such complaints would be followed 
by more serious emotional disorders. In 
addition, even when the symptoms are 
controlled, patients may continue com- 
plaining of their presence; it is very dif- 
ficult, if not impossible, to evaluate such 
cases accurately since there are no known 
practical tests to determine the presence 
or absence or the degree of severity of 
such subjective manifestations as anxiety, 
tension, nervousness or insomnia. 

It must also be borne in mind that this 
study had a rigid design to allow compari- 
sons based upon uniformity of adminis- 
tration and dosage. Appropriate dosage 
manipulation and greater individualiza- 
tion, for example, certainly would have 
elicited favorable results in a substantially 
higher number of cases. 

This study once again emphasizes that 
the tranquilizers are among the most dif- 
ficult drugs to evaluate, particularly in 
subjects with anxiety and tension as the 
chief complaints. Unlike in true psychi- 
atric patients, where a variety of meas- 
urements, such as the Multidimensional 
Rating Scale, are available, in these cases 
the investigator must rely almost entirely 
on the patient’s report. 


CONCLUSIONS 
It is our opinion that acetophenazine is 
a most effective and safe tranquilizing 
agent for the management of anxiety and 
tension states alone or associated with an- 


NOVEMBER-DECEMBiiR 


gina or hypertensive cardiovascular dis- 
ease in geriatric patients. This agent a)- 
pears to be less effective in anxiety ad 
tension associated with such physical dis- 
orders as peptic ulcer and lues. Our ob- 
servations suggest that acetophenaziue 
does not usually induce the severe drowsi- 
ness seen with sedatives such as pheno- 
barbital or the more serious side effects 
not infrequently observed with other phe- 
nothiazine derivatives. 


1381 S. W. Sam Jackson Park Rd., Portlaid, 
Oregon. (U. of Oregon Medical School.) 


The acetophenazine used in this study was sup- 
plied, as Tindal, through the courtesy of W. Wes- 
ley Herndon, M.D., Dept. of Clinical Investiga- 
tion, Schering Corporation, Bloomfield, N. J. 
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What is better than presence of mind in a railway accident ?—Absence of body. 


Punch, Vol. 16 (1849). 
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Contrasting Behavior in Two Adolescent Girls 


with Poliomyelitis 
JOHN R. STIEFEL, M.D., and FEDOR HAGENAUER, M.D. 


This is a report of two adolescent girls 
with acute anterior poliomyelitis who 
were physically affected in a similar fash- 
ion but reacted quite differently emotion- 
aliy. Both patients were admitted within 
two days of each other to a contagious 
wird of a general hospital, each having a 
history of aches and pains of the extremi- 
ties, fever, and stiffness of the neck for 
the preceding couple of days. Neither of 
the girls had received polio immunization 
even though its use was widespread in the 
area. Because of respiratory difficulties, 
both girls were placed in neighboring tank 
type respirators shortly after admission. 
One of them, after a few days of drowsi- 
ness, became restless, demanding, and 
anxious, After a week of such behavior 
a psychiatric consultation was requested. 
The contrasting behavior of the neighbor- 
ing girl who was quiet and passive, stim- 
ulated a study of both patients to eluci- 
date the reasons for the difference in reac- 
tion to the disease, as well as to see how 
the girls affected each other. 

Psychiatric consultations, observations 
of the attending medical personnel, psy- 
chological tests, and social histories were 
used to gain an understanding of the pa- 
tients’ behavioral reactions. The patients 
were on the contagious ward for about 
ten weeks and were seen almost daily dur- 
ing this period. After they were trans- 
ferred to a convalescent hospital they 
were seen twice weekly for an additional 
three months. 


Review of Literature 


The following is a summary of pertinent 
articles in the recent literature dealing 
with the psychological aspects of acute 
poliomyelitis. We did not find any refer- 
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ence which specifically dealt with the dif- 
ferences in personality structure as re- 
lated with varying emotional responses to 
polio, We also did not note any reference 
through August, 1959, to the psychologi- 
cal implication of the omission of polio im- 
munization. Robinson, Finesinger, and 
Bierman’ have discussed the “varied and 
powerful emotional impact of the word 
polio itself” and the misconceptions re- 
garding the illness, They have emphasized 
“the rather striking and unexpected fact 
that polio patients, particularly children, 
are generally good patients.” In children 
they reported there was often a pervasive 
feeling of guilt, and these authors viewed 
their compliance and conformity to immo- 
bilization to be “an atonement for their 
guilt.” 

Holland and Coles’ observed 108 hos- 
pitalized polio patients during the Boston 
epidemic of 1955. Seventeen of these pa- 
tients exhibited delirium lasting five to six 
weeks often with hallucinations of mo- 
tion, mainly of a passive kind, such as rid- 
ing in an automobile. In the majority of 
the seriously ill cases of their series, the 
prevalent psychological defense was de- 
nial of the long term consequences of pa- 
ralysis. Such patients were amazingly 
cheerful and unduly optimistic and talked 
as though they would go back to their 
previous pattern of life without any limi- 
tations. The respirator patients in the 
acute stage of the illness showed realistic 
concern with breathing which eventually 
developed into psychological dependence 
on the respirators. The necessity of 
“weaning” them from the machine was 
often a problem. Another feature of the 
illness was their regression to a passive- 
dependent position with anger expressed 
to people caring for them because of their 
helpless situation. Later in the course of 
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the illness, when the patients began to 
realize the extent of their paralysis, de- 
pressive features became prominent. 
Seidenfield’ discussed some factors 
which were associated with the breathing 
difficulties in respiratory patients with po- 
liomyelitis, He stressed the importance 
of the pre-illness emotional state, inade- 
quate oxygenation of the brain, rapid, 
shallow breathing which accompanied 
anxiety, and weaning from the respirators. 


Brewster‘ reported twin-like behavior 
in the adult unrelated polio patients, in 
adjoining respirators. He viewed such be- 
havior as important ego defense which 
helped both patients to master helpless- 
ness and anxiety by compensating each 
other for the separation from their fam- 
ilies. Bierman, Silverstein, and Fine- 
singer® described a depressive reaction in 
a six-year-old boy with acute poliomyeli- 
tis. They stressed the fall of his self- 
esteem due to physical disability. 


CASE HISTORIES 


Case 1: Jane, 15-year-old white girl. 

Present Illness. Jane had malaise, nausea, 
pain in her back and head, and a temperature of 
102 degrees for two days before she was hos- 
pitalized. On the third day she developed paraly- 
sis of all extremities and a day later had to be 
placed in a tank respirator because her abdomi- 
nal and intercostal muscles were so weak that 
the respiratory exchange was not adequate. 

She adjusted fairly well during the first three 
days in the tank respirator, only complaining of 
some pain in her limbs and abdomen. She ap- 
peared drowsy but siept only at infrequent in- 
tervals. On the fourth day she began to call 
the nurses frequently, became extremely demand- 
ing, restless and uncomfortable. She wanted to 
have her limbs moved almost constantly. She oc- 
casionally complained bitterly about being in the 
respirator which she likened to a submarine. Also 
she became quite panicky at times when she 
thought of the respirator stopping to function. 
She learned the names of all of the ward person- 
nel and would call as soon as anyone came into 
the ward. She would often ask with a crying 
voice, “Will I be crippled?” She was displeased 
with everything done for her and at times she 
threatened to have the nurses “‘fired.”’ The nurses’ 
notes describe the general situation well: ‘Pa- 
tient extremely abusive although everything pos- 
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sible is being done for her.” “Everything done to 
make the patient comfortable but to no avail.” 
An intern’s note describes the patient’s behavior 
expressively. “This patient has driven me crazy 
in three short hours. When I tried to reason 
with her and explain that we realize her discoin- 
fort is real but that her complaining and inces- 
sant demanding will not correct this, the patient 
reacts by ignoring me and calling for the attend- 
ant or nurse.” 


A psychiatric consultation was requested on 
the eleventh day of hospitalization. The psy- 
chiatrist found her to be very anxious, biting 
her lips most of the time. She was alert, well 
oriented, and responded in a dependent manner 
to the psychiatrist. Her attention span was very 
short and she could give short pertinent answers 
but then would jump to something else, usually 
calling a nurse or asking the interviewer to do 
so. The main demand was to have parts of her 
body moved or positioned in some other way but 
she was not satisfied with any position. At this 
time there had not been any improvement in her 
physical condition except that she was able to 
spend three thirty-minute periods a day out of 
the tank respirator. During these periods a Hux- 
ley chest respirator was used. 

One month after her admission to the hospital, 
psychological studies were performed. The pa- 
tient’s anxiety and self-concern were so great 
that she could not be distracted from her self- 
consciousness for long. Her frustration tolerance 
was quite low; she rejected several cards or re- 
sponded meagerly with remark, ‘‘Guess I’m not 
doing well.” Her verbal intelligence quotient 
fell in the ‘“‘dull-normal” range. Her responses 
indicated concern about her body and an aware- 
ness of being handicapped. Her fantasy life was 
too constricted to cushion her anxiety. There 
was some indication that she felt her mother 
was punishing her for not meeting mother’s de- 
mands. She had the need to deny hostile, de- 
structive impulses; for example, she defined 
“sword” as “not to stick someone with.” She was 
reacting as a child who wanted things right now. 
Briefly she was so frightened and anxious that 
she could summon little in the way of resources 
to meet her difficult situation. 

The psychiatric consultant made almost daily 
visits in an attempt to alleviate the emotional 
problems which complicated the illness. He en- 
couraged Jane to verbalize her feelings, fears, 
and ideas about the illness and about people in- 
volved in her care. He also discussed with the 
nurses their feelings of frustration, helplessness, 
and anger caused by Jane’s behavior. 

A change in the patient’s behavior gradually 
occurred. In the fourth week, physical therapy 
was started, and she was at times cooperat ve, 
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cheerful and less demanding. For the first t:me 
she showed some consideration for other pa- 
tients. She asked some nurses whether she was 
a ‘spoiled brat’ and would often request reas- 
surances that they loved her. Slowly she de- 
veloped confidence in her psychiatrist. She men- 
tioned to him that her mother was mean to her 
and told her that she would not come to visit her 
if she did not behave. Several times she re- 
marked, “I will be crippled. My mother did not 
believe in polio shots and I did not get them. If 
I had had the shots I would not be crippled.” At 
tines she would express some of her anger to- 
wards her mother but then would usually cry. 


3y the end of the second month she had been 
weaned from the respirator and was spending 
most of the day on the rocking bed. The physi- 
cal therapist was active with her and plans were 
made to transfer her to a convalescent hospital. 
Her vital capacity had increased to 35 per cent 
of normal but there was not any improvement 
in the function of her arms and legs. She was 
diagnosed as having acute anterior poliomyelitis 
with residual paresis of all extremities. 

During the three months at the convalescent 
hospital Jane participated enthusiastically in the 
therapeutic program without the crying, com- 
plaining, and demanding behavior so character- 
istic of the early part of her illness. She was 
cooperative with the nurses, physical therapist, 
and doctors. Her vital capacity improved to 42.6 
per cent of normal, and she was gradually al- 
lowed to sit up in a wheel chair for short periods 
of time. In her upper extremities there was 
severe bilateral involvement with the right shoul- 
der being worse than the left. There was also 
severe involvement about the hips and thighs, 
somewhat less severe in the legs and feet. The 
muscle tests showed haphazard damage. Be- 
cause of the extensive paralysis, obviously quada- 
plegic in nature, she was transferred to Warm 
Springs, Georgia, for further evaluation and spe- 
cialized treatment. 

Personal History. The patient had one sibling, 
a brother, five years older than she. She was 
born during the war and her mother felt rather 
unhappy about having another child at such a 
difficult time. The patient was bottle fed and 
toilet trained at eleven months. The mother men- 
tioned she taught the child how to communicate 
with certain signs when she wanted to go to the 
toilet even before she was able to talk. The 
mother was quite proud that by the age of twelve 
months she had packed the diapers away. Jane 
talked and walked between the age of one and 
two. 

The mother disciplined the patient by having 
her sit on a chair and at times the patient went 
and sat on the chair by herself when she felt she 
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had done something wrong. The mother did not 
move away from the patient for “a single min- 
ute” for the first four years because she wanted 
to “be sure everything was all right,” and she 
was afraid to leave the patient with baby-sitters. 

The mother described the patient as a rather 
independent child who would do things and make 
decisions on her own. She was not allowed to 
go out much and mother wanted to know every- 
thing about her friends. She was raised in a 
strict Catholic environment. 


Jane was an active girl, interested in sports, 
particularly swimming and skating. She did av- 
erage work in school, had quite a few friends, 
and her ambition was to become a secretary. 
Menarche occurred at age twelve, and she was 
prepared for it. About ten months prior to her 
illness she began dating a boy of whom her 
mother approved. 


The patient’s father was fifty years old. He 
was an industrial worker and had been work- 
ing for the last twenty years at the same job. 
He had chronic respiratory and gastrointestinal 
difficulties which bothered him intermittently. 
The mother was several years older and had been 
employed for the last ten years as a saleslady. 
She appeared rather anxious and tense but kept 
herself well controlled. The patient talked about 
her as being at times rather strict. It seemed 
that the mother was the dominant figure in the 
family and father appeared as a quiet and pas- 
sive individual. 


Case 2: Mary, 15-year-old white girl. 


Present Illness. Seven days before her admis- 
sion Mary complained of a headache. This con- 
tinued until two days prior to admission when 
she had a stiff neck, headache, and weakness in 
her arms and legs. At the time she was admit- 
ted she had a temperature of 103 degrees and 
generalized weakness. Because of her labored 
respirations she was placed in a tank-type respi- 
rator next to Jane who had been admitted two 
days previously. 

For a period of four days Mary kept her eyes 
closed and rarely talked while her parents vis- 
ited her although she talked with doctors and 
nurses. After one week she was cheerful and 
friendly to everyone on the ward even though she 
was having cramping pain in her extremities 
and was unable to move them. She was able to 
be out of the tank respirator for short pcriods 
of time each day with the use of a portable res- 
pirator. Mary continued to be pleasant and co- 
operative until the beginning of the fourth week 
of hospitalization when she bccame sullen and 
dejected for several days. She said she had felt 
this way because she was homesick, because the 
student nurses who had been caring for her were 
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leaving, and because the resident physician inti- 
mated to her that she was not progressing as 
well as she should have been. Although her vital 
capacity was sufficient enough to allow her to 
have three short periods of unassisted breathing 
each day, the muscle tests revealed such exten- 
sive damage that she was considered to be a 
quadriplegic. 

At the end of the first month of hospitalization 
psychological testing indicated that Mary ap- 
peared to be a well organized girl with good 
mental and personality resources which had not 
been devastated or disrupted by her serious ill- 
ness. On the intelligence test she made a score 
which implied average intelligence. There was 
no scatter of functioning and the performance 
could be described as normal both quantitatively 
and qualitatively. She responded well to the 
Rorschach and Thematic Apperception Test, and 
structurally the personality seemed well organ- 
ized, reasonably controlled and realistic but by 
no means constricted. She was able to express 
feelings easily but with a creditable degree of 
adaptivity, and her fantasy life also provided an 
outlet so that she did not appear to be particu- 
larly anxious, upset or depressed. 

Mary never talked about her illness to the 
nurses or her parents nor did she ask the doctors 
how she was progressing even though she was 
unable to move her legs or arms. Except for the 
fact that she was able to be separated completely 
from the tank respirator at the end of the sec- 
ond month, her progress was poor. She had to 
have frequent enemas and had trouble control- 
ling her bowel movements. 


She was transferred to a convalescent hospi- 
tal the same time as Jane. While there, Mary 
was quite cooperative but she never showed any 
zeal or determination to overcome her handicap. 
Her vital capacity gradually improved to 42.5 
per cent of normal. In spite of intensive physi- 
cal therapy, there was little improvement in her 
condition. She had generalized weakness in both 
upper extremities. There was severe spotty in- 
volvement throughout both lower extremities. In 
view of the severe paralysis she was sent to 
Warm Springs for further evaluation and ther- 
apy. 

Personal History. Mary was the third child of 
six children and the oldest girl. She sat at five 
months and talked at twelve months. Accord- 
ing to her mother the toilet training was “re- 
laxed” and accomplished by the fourteenth 
month. She had menarche at age twelve. Up 
until that time she wore dungarees and boy’s 
shirts and played quite a bit with her older broth- 
ers. At age thirteen she became conscious of 
her personal appearance and her dresses. She 
had her first date five months prior to the onset 
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of her illness and she was seeing one boy fairly 
regularly at the time of her admission. At school 
she was in the ninth grade and doing above aver- 
age work. 

The family was described as being closely kn.t. 
They lived in a rural area. The patient’s moth r 
was 40 years old and was described by the pi- 
tient as being a very good mother. Mary said 
that her mother rarely became angry and if there 
was any disciplining to be done the father usualiy 
did it. The mother handled most of the cooking 
and washing for the family and the girls did tle 
housecleaning. The father was 45 years old, and 
the patient spoke affectionately of him. 


DISCUSSION 


In both patients crippling poliomyelitis, 
with immobilization in the iron lung, 
brought on dramatic changes in their 
lives, Each patient reacted in a different 
manner. (See Table I.) 


From the beginning Jane was aware of 
the seriousness of her affliction but had 
great difficulty accepting her forced im- 
mobility. She often complained, “I will 
be crippled and wrinkled all over” or “my 
boyfriend will never like me because I am 
crippled.” She regressed to a dependent, 
aggressive pattern of behavior. Contin- 
uous lip biting, screaming and abusive lan- 
guage, at times refusal to eat or insistence 
upon her mother bringing her food, were 
the main indications of this picture. Guilt 
and punishment in connection with hostile 
feelings were evident in an early memory 
which she gave spontaneously: She was 
two and a half years old and was going 
down the path of the front yard when she 
fell and cut her mouth. She was bleed- 
ing and mother was angry at her because 
she disobeyed and left the house. 

Hostility and rage at her mother were 
expressed only indirectly. She would 
mildly complain about her mother not be- 
ing nice to her or would cry that lier 
mother did not believe in polio injections. 
She said she would be crippled the rest of 
her life because she had not received them. 
Her anger at her parents for not arra’ig- 
ing for her immunization was repressed, 
because of her dependency and fear 0° a 


19 


Ge 
ch: 
isti 
= Pa 
ide 
: 
Att 
tov 
res} 
Ati 
of 
Pat 
titu 
war 
Mai 
defe 
pur 
cas 
occ 
dro 
wor 
lyin 
C 
disy 
to t 
mos 
utec 
she 
her 
bacl 
dent 

slap 
to t 
her 
pita 
jecti 
edly 
hurs 


PATIENT: MARY 
Acute Phase 


Sweet. Grateful for 
attention. No com- 
plaints. Very pleas- 
ant and friendly. 


Talked of polio 

without affect. Did 
not mention paral- 
ysis. Did not blame 
anyone for not re- 
ceiving polio injec- 


Never talked about 
her feelings con- 
cerning respira- 


Giving, friendly, 


Complete accept- 
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Convalescent 
Phase 


Remained sweet and 
compliant. Passively 
accepted rehabilita- 
tion program. 


Passive acceptance. 


Not in respirators. 


Helpful, friendly. 


Complete accept- 


1961 PSYCHOSOMATICS 
TABLE I—Reaction to Illness 
PATIENT: JANE 
Acute Phase Convalescent 
Phase 

General Extremely demanding Cooperative, outgo- 
character- and abusive. Calling ing. Energetically 
istics continuously. Slept very applied herself to 

little. Often asks nurses rehabilitation pro- 

for assurances that they cedures. Slept well. 

did not hate her. 
Patient’s Contacted it because Correct ideas about 
ideas about they moved into a new infection. Failure 
illness house. Would be crip- to receive polio 

pled because mother did shots rarely men- 

not provide for polio in- tioned. 

jections. 

tions. 

Attitude Complained about it. Not in respirators. 
toward tank Compared it with a sub- 
respirator marine. Afraid it might 

stop. tors. 
Attitude Unable to meet her de- Helpful. Encour- 
of nurses mands. Felt frustrated, aged her efforts. warm. 

angry and guilty. Glad to spend time 

with her. 

Patient’s at- Reproachful.Complained More accepting. 
titudes to- that not enough was ance. 


ward nurses done for patient. 
Regression to dependent 
hostile patterns. Dis- 
placed hostility from 
mother to nurses. 


Main 
defenses 
ness. 


Directed aggres- 
siveness toward ill- 


ance. 


Denial, repression, 
rationalization. 


Denial, repression, 
rationalization. 


punitive mother. On three different oc- 
casions she mentioned an incident that 
occurred several years ago: the ceiling 
dropped on her mother’s bed and she 
would have been killed if she had been 
lying on it, 

One of her defense mechanisms was the 
displacement of hostility from her mother 
to the nurses. She divested her mother of 
most of her negative attitudes and attrib- 
uted them to the nurses. On one occasion 
she complained to the psychiatrist about 
her mother slapping her when she talked 
back. Later she told her mother confi- 
dentially that one of the nurses had 
slapped her. Two weeks later she confided 
to the psychiatrist that it was actually 
her mother who slapped her during a hos- 
pital visit. Her hostility and aggressive- 
ness created guilt feelings and fear of re- 
jection by those caring for her. Repeat- 
edly she asked for assurance that the 
nurses loved her, complained that every- 


one hated her and considered her a 
“spoiled brat.” 

Jane showed a great deal of rivalry and 
competition with Mary to which Mary re- 
acted to some degree. Each day they 
matched the results of vital capacity 
measurements to see who improved the 
most. They compared the number of gifts 
each received, especially small dolls— 
which each kept tied to the respirator 
above her head. They also counted the 
number of people who visited each one and 
how often each boyfriend came, Jane fre- 
quently awoke Mary at night if the nurses 
were slow in answering her calls. 

In the second month of her illness she 
turned part of her aggressiveness toward 
overcoming the illness (Table I). She 
talked about “fighting it out” and swim- 
ming in the sea even if she had to walk 
there on crutches. She mentioned several 
times how President Roosevelt fought 
against polio. Her behavior gradually im- 
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proved and by the time she was trans- 
ferred to the convalescent hospital, dur- 
ing the third month of her illness, she pre- 
sented few problems in terms of adjust- 
ment. She rarely had depressive spells 
and when she did these occurred mainly 
when she was not satisfied with her prog- 
ress, She joined in games and conversa- 
tions on the ward despite her disability, 
and in contrast to her behavior early in 
the illness she got along well with the doc- 
tors, nurses and other patients. 


Mary, on the other hand, presented the 
consistent picture of any overly passive 
and conforming individual (Table I). She 
did not seem to be upset by the inactivity 
forced upon her by her paralysis and 
never expressed any feelings about being 
in the respirator. Her main mechanisms 
of defense were denial, repression, and ra- 
tionalization. She never accepted the fact 
that she would have extensive paralysis 
and would probably never walk again by 
herself. In spite of the fact that she could 
not move either her arms or legs and that 
the muscles were atrophying, she talked 
about resuming her active life with only 
minimal limitations. On the few occa- 
sions when she used the word polio it was 
as if she were talking about measles or 
chicken pox, although she admitted hav- 
ing seen posters and movies about polio- 
myelitis and its effects. She never men- 
tioned the probability that her boyfriend 
might lose interest in her because of her 
paralysis. 


There was no overt evidence of any 
angry feelings toward her parents because 
they failed to have her vaccinated against 
polio, However, psychological tests indi- 
cated that she had strong hostility toward 
her mother which she completely re- 
pressed. She used rationalization, as ex- 
emplified by her remark: “How could I be 
mad at my parents when they are so good 
to me.” When she was asked how she felt 
about not receiving the Salk vaccine she 
said she would have “caught the polio” 
even if she had received the injections. 
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It was evident that this patient was us- 
ing her “good” personality traits of ac- 
tive warm friendliness and compliance ‘o 
gain attention, sympathy and affection. 
She was always friendly, smiling, pleas- 
ant, and talkative and never became 2:1- 
gry. According to the psychological tests, 
her fantasy life provided an outlet for her 
feelings of helplessness, rivalry, and jeal- 
ousy. Throughout the course of her hos- 
pital stay she talked only about emotion- 
ally neutral and relatively affectless top- 
ics. Even to the psychiatrist she ex- 
pressed very little emotional material. 
During the five months she was never 
heard asking how she was progressing. 


Several inferences were drawn from the 
study of the different behavioral reactions 
of Jane and Mary. First, the acceptance 
of physical disability was easier for Mary 
who had been less athletic, and physically 
active than Jane had been. Second, the 
contrasting behavior in handling resent- 
ment at not receiving polio vaccine can be 
explained on the basis of different basic 
mother-daughter relationships. Jane who 
had always had an ambivalent relationship 
with her mother and could express her re- 
sentment, had also been able to disagree 
with her mother, On the other hand, Mary 
who had always had a positive warm rela- 
tionship with her mother, could not bring 
herself to express any anger. Third, sib- 
ling rivalry, as reflected in Jane and 
Mary’s relationship with each other, was 
much less disturbing to Mary who had 
dealt with these problems previously. This 
raises the question of the pros and cons 
of having such patients separated who 
showed markedly different ways in deal- 
ing with rivalry problems. Fourth, the 
habitual patterns of dealing with stressful 
situations have an effect on a person’s ad- 
justment to the stress of polio. In the 
acute phase, Jane’s determination to fight 
the illness (regression to oral aggres:ive 
behavior) led to difficulties in her nian- 
agement. On the other hand, Mary was 
no problem to the nurses and doctors be- 
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cause she behaved in a passive depend- 
ent way. In the convalescent phase Jane’s 
ability to mobilize her aggressive impulses 
against the stress situation led to deter- 
mined participation in the rehabilitation 
program, Mary, on the other hand, even 
in the convalescent phase continued to be 
passively accepting and stoical. Through- 
out the entire five months Mary appar- 
ently used denial as the prevalent psycho- 
logical defense. Because this was similar 
to what Holland and Coles’ observed in 
their study, we speculated that Mary 
would go through a depression when the 
rcalization of her permanent invalidism 
could no longer be denied. Therefore, in 
spite of the psychological tests which in- 
dicated that Mary had the better organ- 
ized personality which had not been dis- 
rupted by the serious illness, it was con- 
cluded that Jane, who initially had the be- 
havioral problems, showed in the long run 
the more favorable response to the illness. 
Under the full impact of illness which 
Jane experienced as a threat to her body 
image, her ego disintegrated and she re- 
gressed to earlier patterns of behavior. 
This illustrated a common phenomenon in 
psychiatry, viz, regression in service of 
mobilizing some previously effective pat- 
terns and defense mechanisms in dealing 
with stressful situations as a starting 
point for re-establishing healthier func- 
tioning. An analogy from organic pathol- 
ogy is found in cellular regression under 
the influence of noxious agents as a means 
to deal with disturbed function. Fifth, the 
psychiatric consultation was helpful to 
both patients. Jane was helped by dis- 
cussing her feelings of frustration and 
anger, and she learned to channel her in- 
tense feelings into constructive activity. 
Mary, who was passive and compliant, 
was encouraged to express her feelings re- 
garding the illness. Frequent conversa- 
tions among the psychiatrists, ward phy- 
sicians, and nursing personnel were val- 
uable in understanding the patients’ reac- 
tions to their illnesses and in fostering a 
more therapeutic environment. 
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SUMMARY 


This paper is the clinical study of two 
unrelated 15-year-old girls with acute an- 
terior poliomyelitis, Both were admitted to 
a general hospital within two days with 
symptoms of poliomyelitis, and because of 
respiratory difficulties they were placed in 
neighboring tank-type respirators. Nei- 
ther of the girls had received polio immu- 
nization. One patient became restless, 
demanding, and anxious and created many 
problems with the doctors, nurses and 
aides. The other patient was quiet, pas- 
sive, and compliant and was liked by ev- 
eryone. In the acute phase of the illness 
the restless patient regressed to a de- 
pendent, aggressive pattern of behavior 
while the other girl used denial and re- 
pression to maintain the consistent pic- 
ture of a passive and conforming individ- 
ual. During the convalescense the first 
patient’s behavior gradually changed and 
she became quite determined and diligent 
in physiotherapy and other activities, 
whereas, the second patient remained pas- 
sive, showed less determination and 
seemed to make slower progress. 


The psychodynamics of each girl’s reac- 
tion to the illness were discussed as well 
as her defense mechanisms. The interac- 
tion of the patients was also mentioned. 
Several inferences were made in regard 
to the patients’ different behavioral reac- 
tions, how the management might have 
been more therapeutic, and which girl 
had the more favorable response. 
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Action for Mental Health: Teaching the 


Medical Profession 


JOHN COWEN, M.B.* 


One of the activities of the World 
Mental Health Year, 1960, was to study 
surveys in the field of mental health and 
ill-health. This paper is presented as a 
summary of some of these recent past sur- 
veys, with some comments on educational 
efforts initiated after the size of the prob- 
lem was realized. With reference to the 
latter, since many psychologically ill pa- 
tients present themselves for medical help 
with symptoms in the guise of physical 
disease, this particular manifestation of 
mental ill-health is in constant danger of 
being lost as part of the total statistic— 
and what is even worse—of being inade- 
quately treated through ignorance of the 
true nature of the disorder. 

Pioneers in the study of this field in 
the 1930’s were Halliday’ and Flanders 
Dunbar.* During the 2nd World War, ex- 
periences with the sick, the wounded and 
the convalescent gave practical emphasis 
to their arguments for those medical of- 
ficers able to accept the many implica- 
tions. The lessons learned have been slow 
to infiltrate the medical profession. It 
seems still to be the task of the psychia- 
trist to keep demonstrating the size of the 
problem and to offer remedial educational 
advice at different levels of medical train- 
ing. 

Some 10 years ago, a study of the size 
of the psychiatric problem in a general 
medical practice was attempted. With the 
cooperation of two general practitioners, 
115 patients were interviewed, 59 of these 
in their own homes. Of the latter, 46, 
that is, 40% of the total, were judged to 


*Assistant Clinical Professor of Psychiatry, 
Chicago Medical School; Assistant to the Direc- 
tor, Psychiatry and Neurology Services, VA 
West Side Hospital, Chicago, Illinois. 

Presented at the 13th Annual Meeting of the 
World Federation of Mental Health, Scotland, 
August 1960. 


be incapacitated by psychogenic illness. 

Examples were: 

1. A man who complained of pain at the site 
of a long-healed fracture of the pelvis. This was 
a displacement from his anxiety about a feeble- 
minded son. 

2. A woman with post-traumatic backache, 
who was convinced that her father had died as 
a direct result of a similar injury. 

3. A schizoid girl in immediate danger of with- 
drawing even further into fantasy who com- 
plained only about a rash on her face. 

4. An eczematous five months old infant, given 
to unbearable screaming attacks. Her own par- 
ents, and, in turn theirs, each suffered from a 
different manifestation of severe psychogenic dis- 
order. 


Meanwhile, a series of publications in 
the specialist medical journals were agree- 
ing that about one-third of all patients 
seeking medical help were in fact severe 
psychiatric casualties. Another third had 
at least a significant and treatable emo- 
tional overlay which was rendering insuf- 
ferable comparatively minor physical dis- 
ability. 

How to avoid such diagnostic failures 
was later described in books by Watts’ 
and Aldrich. More recently Balint’ has 
demonstrated how general practitioners 
can be trained to treat these patients by 
psychotherapy. 

O’Neill® advises that the biological pur- 
pose of the patient’s complaint can be 
found by relating it to his personal and 
social setting. Garner’ wants the schools 
to teach “Comprehensive Medicine,” which 
he defines as the management of an in- 
dividual with a disease, rather than treat- 
ing a disease in an individual. In his De- 
partment of Psychiatry at the Chicago 
Medical School, regular formal meetings 
as well as informal contacts with the stu- 
dents occur in almost all the medical spe- 
cialties. In the formal weekly seminars, 
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each student presents an unselected case 
for study and analysis of symptoms in ac- 
cordance with the philosophy of ‘“‘Compre- 
hensive Medicine.” An endeavor is made 
to elicit (from the history) important nu- 
clear incidents which have determined 
such factors as the time of onset of the 
illness, improvements and relapses, why 
and when medical help at last was sought, 
and, where possible, the choice of the ill- 
ness, Although the ultimate relationships 
must lie in unconscious associations, it 
can, however, often be made clear to the 
students that evident clues are available 
from an anamnesis guided by an atten- 
tive ear whose sensitivity can be improved 
by experience, and, even more so, by pa- 
tience and tolerance. 


Examples of patients presented were: 


i, A man who used to drive the delivery truck 
for his father’s bakery. After the father’s death 
from congestive heart failure (in which dyspnea 
was a dramatic symptom) he went into the 
Navy where he was promptly given duties as a 
baker. Within three months he was medically 
discharged with the diagnosis of ‘Bronchial 
Asthma.” Attacks of dyspnea recur, in spite 
of an obsessively odor-proofed home where not 
even a match is allowed to be struck because of 
the ensuing fumes. 


2. A hypertensive man, angry, depressed and 
isolated, and a repeated defaulter in treatment. 
In the “Battle of the Bulge” in 1944 he had been 
one of the “Trench Foot” casualties who, some 
thought at the time’ were suffering from “cold 
feet’’ metaphorically as well as physically. This 
particular patient’s history and spontaneous com- 
ments gave further support for this theory. 

3. A man who had suffered from typical but 
unrecognized ‘Battle Exhaustion” symptoms as- 
sociated with a head injury sustained in action 
in December, 1944. He had sought a self-pre- 
scribed cure with alcohol, but had succeeded 
only in developing a peptic ulcer, bleeding from 
which had caused his hospital admission. An 
interesting evidence of his oral interests came 
from his description of how he had enjoyed 
watching his mother cook. He had made his 
career, even in the army, in dealing with food, 
either in the form of supply or of preparation. 

4. A divorced woman with complaints of re- 
curring attacks of dyspnea starting some years 
after what had apparently been a_ successful 
mitral valvulotomy. Exhaustive physical exami- 
nation showed no anatomical reason for the pre- 
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sumed myocardial failure. A brief discussion 
about her personal problems brought out para- 
lyzing dread of abandonment and of helpless- 
ness. 


These, and similar cases which are 
brought forward by the medical students 
for further evaluation are essentially used 
to teach these students the techniques of 
looking for those disturbances in the emo- 
tional environment which surround, may 
aggravate, or may even cause, the com- 
plaints. Where treatment is felt to be 
possible, the patient is formally accepted 
by the psychiatric department for a de- 
tailed workup, including psychological 
testing and social service investigation. 
The patient may remain on his original 
ward, be transferred to the open psychi- 
atric ward, or dealt with as an out-patient. 

The post-graduate students who are 
training in the various specialties are also 
encouraged to make referrals to the psy- 
chiatric department for consultation pur- 
poses. One hardly subtle way in which 
this is encouraged is by the attendance of 
a psychiatrist at general medical and sur- 
gical staff seminars, where he tries to en- 
ter into the genera] discussion by stating 
the psychodynamic point of view. From 
these different sources, it was possible in 
the last year to get into psychotherapy 
the lady already referred to with attacks 
of dyspnea, two cases of ulcerative colitis, 
and two cases of peptic ulcer, all of whom 
are doing well. The first one, in fact, was 
converted from a bed-ridden invalid into 
an energetic office executive within a few 
months. This in itself was a good adver- 
tisement for the services which the de- 
partment of psychiatry could offer the 
other departments and specialties. 

Non-psychiatric colleagues must under- 
stand, however, that having reached an 
appreciation of the patient’s psychody- 
namics does not mean necessarily that 
“cure” is possible by psychotherapy. 
Sometimes the problem becomes one of 
disposition, with social service having to 
play the intermediary role; sometimes 
supportive out-patient or family physician 
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care is all that the patient can accept; and 
sometimes, as in the case of a professional 
woman admitted as an alleged dislocated 
intervertebrae disc problem, a 16th surgi- 
cal operation can be averted. At the time 
of writing there has been considerable dif- 
ficulty in persuading this almost evis- 
cerated woman, unhappily married for 
the second time, that her pain and weak- 
ness in one leg could be related to emo- 
tional stress. 


In teaching, one can get into conflict 
with the accepted tradition of taking a 
medical history according to some de- 
tailed guide, The student must learn that 
it becomes more meaningful to let the pa- 
tient give the history in his own sponta- 
neous way, with a minimum of interven- 
tion by the examiner. After getting the 
personal data early such as age; marital 
status; who lives at home with the pa- 
tient; details of employment and one or 
two other items, the patient is allowed to 
speak freely about his complaints. En- 
couragement should be indirect, e.g. one 
should not ask, “Does the pain come on 
three hours after a meal; or does it come 
on when you get angry?” but rather, “Ex- 
actly when and under what circumstances 
does the pain appear?” Chance sometimes 
helps in the teaching process as when it 
can be shown that a patient with ulcera- 
tive colitis can maintain steady improve- 
ment on a regular hospital diet instead 
of the detailed, unpalatable, low residue 
diet so often prescribed. 


Our 75 bed Psychiatric Service accepts 
one transfer every second day and offers 
one or two consultations daily to the other 
400 beds of the general hospital where 
every specialty, except obstetrics and gyn- 
ecology, is represented. Some impact has 
been made, chiefly, at the level of the post- 
graduate student. At the undergraduate 
level, there is still too much of a struggle 
between the different departments to 
grasp a hold on the medical student’s soul. 
Clinical biochemistry is the most serious 
contender in the U.S.A.; third year medi- 


cal students now know all about blood lv- 
els of enzymes which few knew existed 
even five years ago. For that matter the 
same is threatening in psychiatry; sevo- 
tonin and adrenochrome levels in the blood 
can be measured, and so threaten the im- 
portance of repression and sublimation. 


Arnott,® reporting on the proceedings of 
the First World Conference on Medical 
Education held in London in 1958, felt 
that inadequate emphasis had been laid 
upon teaching the medical student about 
the importance of personality make-up. It 
was indeed urged that he must learn to 
avoid the error of thinking that there is a 
surgical dyspepsia as distinct from medi- 
cal dypepsia. No hint is given that dys- 
pepsia generally derives from disgust. 


Aird’ tried to evaluate the effects of 
this same meeting, by postal inquiry from 
the participants, He found that ‘“psycho- 
logical medicine is in some places now 
covered by a broad general course, with 
the implied recognition that clinicians in 
their general teaching of medicine and 
surgery must accept responsibility for in- 
struction in psychological aspects of their 
clinical work. A few schools have gone 
so far as to introduce the student into the 
family environment either indirectly by 
listening to tape recordings of social 
workers’ interviews, or directly by becom- 
ing, under supervision, the family doctor. 


The Council on Medical Education and 
Hospitals of the AMA states in its 1959 
Annual Report" that “the social implica- 
tions of health and disease and, to the 
usual physician-teacher or practitioner, 
the more immediately important implica- 
tions of social components as either divect 
or contributory factors in health and dis- 
ease are generally recognized and ac- 
cepted. Though medical teaching now dor- 
rows from the social sciences, there is still 
much fumbling. Perhaps the major prob- 
lem centers about the inability to bring 
social concepts into medical educatio: as 
a viewpoint incorporated as a part o! the 
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attitude and philosophy of all medical 
teachers.” 

At the Chicago Medical School and the 
VA West Side Hospital, the psychiatrists 
have for several years been slowly indoc- 
trinating all levels of the general medical 
and surgical personnel. There is still a 
long way to go. It is, however, encour- 
aging to get a request from Surgery or 
even from the Dental Service, asking for 
psychiatric permission before proceeding 
to use a knife or other instrument. 

There is a need for spreading the psy- 
chological gospel in a country where the 
general practitioner can get to know the 
patient and his family intimately. The 
public shops for specialists whose subse- 
quent interest in his patient very often 
remains focused on the organ which the 
latter offers for study, instead of being 
directed upon the owner of the organ. 


820 South Damon Ave., Chicago, IIl. 
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Doctors do not spring at birth like Athene from the head of Zeus, free from the 
disabilities of the unconscious mind. We are made from the same stuff as the rest of 


humanity. 


F. M. Mallenson, M.D. 
Lancet, 1:741, April 5, 1958. 
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The Effect of Suggestion on Drug Therapy 


Controlled vs. Uncontrolled Studies 


BuRTON CAHN, M.D.* 


In recent years the question of what 
produces improvement or cure when a 
physician prescribes a medication to a 
patient has come under increasing scru- 
tiny.'* Many possible factors have been 
suggested: the pharmacological proper- 
ties of the drug, the social setting in 
which the drug is administered, the atti- 
tude of the physician administering the 
medication, the suggestibility or lack of 
suggestibility of the patient, and the in- 
teraction of all of these as well as of still 
unknown factors.** 

The purpose of this study was to inves- 
tigate the effect of the physician’s atti- 
tude about the medication on the response 
of the patient. It was hypothesized that 
a negative attitude evidenced by the phy- 
sician would decrease the acceptability of 
the medication to the patient, and there- 
fore, show that the clinical improvement 
obtainable with the medication was poor. 
It was further hypothesized that a 
strongly positive attitude expressed by 
the physician would demonstrate a greater 
degree of patient acceptability and greater 
effectiveness of the medication. 


METHOD 
Social Setting: 

The setting for this study was a mod- 
ern out-patient clinic where a patient may 
receive medical attention by virtue of be- 
ing a member of a local union, or a de- 
pendent of a member. The patients are 
in the low-middle income group and are 
all subjected to essentially the same pres- 
sures of occupation. As a group there 
are very few who are motivated toward 


*Clinical Director, Norristown State Hospital, 
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psychotherapy per se, and the major em- 
phasis is on treatment by medication. 


Procedure: 
PART I 


Twenty-five consecutive new patienis 
examined by the investigator were se- 
lected for manifest symptoms of anxiety. 
During the initial interview a complete 
psychiatric examination was performed. 
Information regarding the physical condi- 
tion of the patients was available, making 
it possible to confirm the functional origin 
of the symptoms, Part I was then divided 
into Phase A and Phase B. 


Phase A: Negative Suggestion Plus Hy- 
droxyphenamate.+ Each patient was told 
that she would be supplied with a new 
medication whose effect on her symptoms 
could not be predicted. Each patient was 
further told that because it was a new 
medication she would be seen weekly and 
that it was quite possible that the medi- 
cation would have no beneficial effect on 
her. The patient were then supplied with 
hydroxyphenamate and requested to take 
one tablet four times each day. An ap- 
pointment was made for the next week. 
At each follow-up visit, the physician evi- 
denced little interest in the patient, spent 
only a brief time with her and repeated 
that he was not sure that this medication 
would help. 


Phase B: Positive Suggestion Plus Hy- 
droxyphenamate, Following an elapsed 
period of one month on Phase A, patients 
were changed to Phase B. At this time 
the patients were told that they were be- 
ing given a different, new medication. This 
medicine, they were told, had been thor- 


+Hydroxyphenamate supplied as Listicak by 
Armour Pharmaceutical Company, Kankakee, Ill. 
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oughly tested and found to be not only 
completely safe, but extremely effective 
in patients who manifested the same 
symptoms that they were experiencing. 
The patients were again given hydroxy- 
phenamate and requested to take one tab- 
le: four times a day. On subsequent vis- 
its, the investigator showed a great deal 
oi interest and spent more time with 
them than previously. Medication was 
ecntinued for one month during which 
time the patients were requested to re- 
turn weekly for follow-up visits. 


PART II 


A second group of 25 consecutive pa- 
tients was selected using the same criteria 
as in Part I. Part II was divided into 
three phases, each of one month’s dura- 
tion. 


Phase I—Positive Suggestion. Each pa- 
tient was reassured that her symptoms 
were temporary and would abate. The at- 
titude of the physician was one of great 
interest, understanding and reassurance. 
No medication was offered and the pa- 
tients were requested to return weekly. 


Phase I]—Positive Suggestion Plus Pla- 
cebo. The positive attitude was main- 
tained during this phase and the patient 
was supplied with placebo and requested 
to take one tablet four times a day. Fol- 
low-up visits were scheduled every two 
weeks, 


Phase III—Positive Suggestion Plus Hy- 
droxyphenamate, The positive suggestion 
was again maintained and hydroxyphena- 
mate was substituted for placebo without 
the knowledge of the patient. Follow-up 
visits were continued at two week inter- 
vals for a period of one month. 


The results of these studies are sum- 
marized in Tables I and II. 


DISCUSSION 


While the present study was undertaken 
to investigate the effect of suggestion on 
drug therapy, it became apparent when 
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TABLE I 


Results of Study of the Effect of 
Suggestion on Drug Therapy 


PART I 
Phase A—Negative Suggestion Plus 
Hydroxyphenamate: 

No. 
Patients Who Missed Appointments ................ 23 
Number of Missed Appointments ..............0..... 26 
Patients Took Medicine as Recommended ...... 5 

Patients Who Dropped from Study After 1st 

Patients Who Did Not Return for Positive 
ATH | 5 
Moderate: Improvement 11 
Marked TMiprovement 0 
Side Reactions: Drowsiness. 4 

Phase B—Positive Suggestion Plus 
Hydroxyphenamate 

Patients Who Missed Appointments ................ 7 
Number of Missed Appointments .................. 10 
Patients Took Medicine as Recommended .... 11 
Patients Who Rejected Medicine ..................... 1 
Marked tmprovement 5 


tabulating the results, that the large num- 
ber of patients who missed appointments, 
the number of missed appointments, the 
number of patients who dropped out of 
the study, and the failure of patients to 
take medication as directed, made it im- 
possible to draw valid statistical conclu- 
sions. However, the study is not without 
value in that it demonstrates quite mark- 
edly some of the pitfalls of a nencontrolled 
investigation. In the original design, it 
was felt that each patient would serve as 
his own control. This did not prove to be 
the case. Instead, patients proved unman- 
ageable and unreliable. 

In 1959, this investigator conducted a 
carefully controlled double-blind study 
with cross-over pattern to determine the 
effect of hydroxyphenamate on symptoms 
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of anxiety.'? This study was conducted in 
a captive population where the patients 
were under twenty-four hour a day obser- 
vation, Each pill was taken as prescribed, 
and the results revealed that 49 of 50 pa- 
tients experienced some degree of im- 
provement. In the present study, one 
could only approximately assess. the 
amount of improvement, due to several 
reasons: Many patients, having experi- 
enced an initia] improvement, reduced the 
dose of medication. A frequently heard 
excuse was, “I was afraid I would become 
used to it.” Careful follow-up could not 


TABLE II 
Results of Study of the Effect of 
Suggestion on Drug Therapy 


PART II 
Phase I—Positive Suggestion: 


No. 
Patients Who Missed Appointments ................ 9 
Number of Missed Appointments .................... 10 
Patients Wanted Medication ............0..0.... 10 
Improvement. 3 
moderate Improvement. 0 
0 


Phase II—Positive Suggestion Plus Placebo: 


Patients Who Missed Appointments .............. 6 
Number of Missed Appointments .................... 10 
Patients Took Medication as Recommended 16 
Moderate Improvement 4 
0 
Side Reactions: Drowsiness 2 


Phase III—Positive Suggestion Plus 


Hydroxyphenamate: 
Patients Who Missed Appointments .............. 3 
Number of Missed Appointments .................... 6 
Patients Took Medication as Recommended 15 
2 
Moderate Improvement 11 


Side Reactions: Drowsiness. 2 
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be maintained since there was no meaiis 
of requiring patients to appear for their 
appointments, Patients who dropped out 
of the study exerted a factor of selecticn 
which could not be controlled. Nor wou d 
their exclusion from the results yield a 
valid statistical conclusion because of the 
factor of selection. More would have to 
be known about the patients who dropped 
out. These factors were not operative in 
the carefully controlled study. 


A further important consideration with 
regard to the use of patient populations 
for clinical investigation should be men- 
tioned. Patients, in general, present them- 
selves to a physician in order to be cured, 
or to have their symptoms alleviated. The 
physician who is conducting clinical re- 
search assumes a dual function. One func- 
tion is, of necessity, to alleviate the pa- 
tients’ symptoms; the other is to conduct 
the investigation. These purposes do not 
always coincide, but do always influence 
one another, Ideally, the physician who 
treats should treat, and the physician who 
investigates should be relieved of the re- 
sponsibility of curing. This cannot be 
done in an out-patient clinic. As such, con- 
clusions drawn from studies in out-pa- 
tient clinics must remain approximations 
of the truth, unless large numbers of pa- 
tients are used. 


CONCLUSIONS 


1. This study demonstrated the well- 
known fact that patients do not take med- 
ication as directed. Instead, as soon as 
they feel an improvement, they either 'e- 
duce or ignore the medication. 

2. Adequate control of variables can)ot 
be maintained in an out-patient popula- 
tion. This renders statistical analysis of 
the results invalid. This shortcoming can 
be made up in some measure by the use 
of a large number of subjects. 

3. Patients who begin a study and tien 
drop out exert an uncontrollable facto: of 
selectivity about which more must be 
learned. 
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4. Hydroxyphenamate has a significant 


tranquilizing effect when taken in ade- 
quate doses, as proven by a controlled 
study. 


1930 Chestnut St., Philadelphia, Pa. 
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No progress was possible in the advancement of our knowledge of mental disease 
until we had shaken off the spell of metaphysical speculation .. . the doctrine that the 
mind is an invisible, intangible spirit with a separate existence in the body. We now 
recognize the brain as the seat of the psyche, but the functions of the mind are de- 
pendent upon the whole body and the harmonious interaction of all its parts. 


Sir F. W. Mott 


Introduction to Aids to Psychiatry 
Williams & Wilkins, Baltimore, 1960. 
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Physician, Patient, and Psychopharmaceutic Agent — 


a Triangle of Uncertainty 


ALBERT A, KURLAND, M.D.* 


The psychosomatic implications of psy- 
chopharmaceuticals introduced in recent 
years are being actively explored. The 
term psychosomatic is here used in a 
broad sense, applicable to an approach to 
the individual in which the somatic and 
psychologic factors are considered as to 
their influence and interrelationships, re- 
gardless of etiology. Our own research 
experiences with these compounds carried 
out over the past several years in the set- 
ting of a state psychiatric hospital has 
implications which can be shared with 
other areas of medicine. A series of stud- 
ies has resulted from the finding that fre- 
quently in the course of our therapeutic 
administrations we have a patient in 
whom a mental disorder is engendered, su- 
perimposed or independent of the disease 
process for which the patient sought 
treatment. The symptomatology is rec- 
ognized; an available effective treatment 
is instituted, yet there may be no signifi- 
cant changes occurring in the patient. 

Such failures challenge us repeatedly. 
These focus our attention on the triad of 
factors involved, namely: the physician, 
the patient, and the psychopharmaceutical 
agent. The physician’s knowledge of those 
co-variables operating within this complex 
can play an important role in the diminu- 
tion of such failures. The co-variables 
which we would like to underscore and 
discuss are: (1) The physician’s role as 
both a therapeutic agent and observer; 
(2) The patient’s mode of action and in- 
teraction with the world, and (3) The na- 
ture of the psychopharmaceutic agent in 
the treatment process. 


The Physician 
The physician’s role as a therapeutic 


*Director of Research, Department of Mental 
Hygiene, Baltimore, Maryland. 


agent is a complex factor about which 
much has been written. The issues repeat- 
edly stressed are the need for the physi- 
cian to have and maintain a realistic a)- 
praisal of himself as well as the aware- 
ness of the role he has assumed. Such an 
appraisal involves his knowledge and skill 
in the diagnosis and treatment of the va- 
rious psychological and physiological re- 
actions he is likely to encounter, as well 
as his attitudes and tolerances in interper- 
sonal relationships. 


Our concern with the diverse aspects of 
the physician’s knowledge rose primarily 
from a series of questions relating to the 
medical resources utilized by patients 
prior to their hospitalization, and the ex- 
tent to which psychopharmaceuticals were 
used in the treatment of these patients. 
In a survey of 100 newly hospitalized pa- 
tients selected for a double-blind compara- 
tive study of the various phenothiazine 
tranquilizers, only 57 had consulted a phy- 
sician prior to their admission. Of these 
57 patients, all of whom had received some 
form of drug treatment, 30 received a 
phenothiazine tranquilizer prior to their 
hospitalization, yet only one of them re- 
ceived an adequate drug dosage as meas- 
ured by criteria utilized in psychiatric 
hospitals." 


The question of inadequate dosage led 
to two studies. One of these studies was 
an investigation of some of the conside:a- 
tions influencing psychiatric physicians in 
their use of tranquilizing drugs for state 
hospital patients? and a parallel study 
comparing this with those of nonpsychi- 
atric physicians and their use of thse 
compounds in private practice.’ In both 
instances the physicians were studied 
from the standpoint of their attitules 
towards the phenothiazine drugs, he 
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amount of information they had about 
them and the influence of their attitudes 
and information on actual drug usage. 


'n the first instance, (that of resident 
psychiatric physicians), results suggested 
thit for our particular study (which in- 
voived only double-blind administration of 
the drugs) there was no relationship be- 
tween the physicians’ attitudes toward 
phenothiazine tranquilizers and their ac- 
tu: 1 use of these drugs. Those physicians 
with a greater degree of information 
tended to use the tranquilizers in a more 
active or energetic fashion than those 
with less information. There were also 
incications that a greater degree of infor- 
mation regarding phenothiazine tranquil- 
izes was associated with extreme positive 
or negative attitudes. Finally, the psy- 
chiatric physicians’ estimation of their 
use of the drugs relative to the group were 
refiections of their own attitudes about 
the drugs rather than realistic appraisals 
of drug merits.” 


In the parallel investigation of non- 
psychiatric physicians,* the data revealed 
indings similar to those just mentioned. 
The attitudes of the physicians towards 
phenothiazine tranquilizers were related 
neither to their merited use nor to their 
knowledge of these drugs. There was a 
difference, however, in the results of these 
two studies, in that the increased informa- 
tion of the non-psychiatric physicians was 
not related to more active or energetic 
usage aS was the case with psychiatric 
physicians in the hospital setting. In ad- 
dition, among non-psychiatric physicians, 
there was little consensus regarding the 
conditions under which phenothiazine 
medications were prescribed, and widely 
divergent views were expressed concern- 
ing the effectiveness of the phenothiazines 
in keeping patients out of psychiatric hos- 
pitals. 

Another area of study related to the 
observer and his use of rating devices. 
Various types of psychometric rating 
scales have been introduced in the behav- 
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ioral sciences to measure quantitatively 
changes in the personality. The phenom- 
enon has often been observed where the 
curve for the study of a patient’s improve- 
ment by drug usage reaches a certain po- 
sition and then “plateaus out.” Subse- 
quently, the same psychometric charac- 
teristics continue to be obtained repeat- 
edly, indicating that the patient is appar- 
ently no longer changing. We wondered 
about this phenomenon, as to whether the 
patient intrinsically remained unchanged 
or whether this was some type of ex- 
trinsic “rater perseveration.” 


When we observe a psychiatric patient 
on a continuous basis for evaluation, we 
experience a tendency towards a “resi- 
due” effect which occurs as a product of 
our previous contacts with the patient. 
Judgmental values may occur by which we 
readily categorize our patients on the ba- 
sis of evidence that may or may not be 
still operative. In point of fact, our con- 
ception and perception of the patient may 
become so stereotyped that any change 
might be difficult to detect. This may in- 
dicate the need for the introduction of new 
rating devices at certain points in the 
longitudinal] studies of patients. 


The Patient 


Three years ago, in a somewhat expan- 
sive mood, the author expressed the hope 
that changes produced by psychotropic 
drugs in the experiential states of an in- 
dividual would lead to more effective psy- 
chotherapeutic sessions by allaying anx- 
iety and depression to the extent that 
traumatic experiences could more easily 
be recalled by the patient and ‘worked 
through.” Such hoped for reaction, it was 
thought, would in turn lead to a broaden- 
ing of insight, resolution of resistance, 
and the development of effective transfer- 
ence—all of which would ultimately pro- 
duce salutory psychotherapeutic benefits.* 

Extensive bibliographies now available 
on various aspects of the relationship be- 
tween the psychopharmaceuticals and psy- 
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chotherapy indicate that any anticipated 
impetus has not yet materialized. It may 
be that patients are less motivated than 
before to participate in long-term, de- 
manding psychotherapeutic procedures 
now that a myriad of psychopharmaceuti- 
cal drugs can be readily employed to pro- 
vide symptomatic relief. 

A rather disconcerting finding in this 
modern day and age is the relatively large 
number of patients who do not seek ther- 
apeutic services when urgently needed. In 
the pre-admission hospital study referred 
to earlier’ it was observed that only 57 
out of 100 hospitalized patients sought 
medical assistance prior to their hospi- 
talization. It is difficult to imagine that 
the remaining 43 patients, most of whom 
live in or around the metropolitan Balti- 
more area, had no prior medical consulta- 
tion; they could not recall the name of the 
physician under whom they had received 
any amount of continued care over the 
years, 


Some of the reasons may be the need 
for a denial of illness; the absence of a 
social agency, especially the family, to 
help direct a patient towards seeking help; 
economic circumstances; personal beliefs; 
and feelings of fear, antagonism, or pes- 
simism concerning the assistance which 
might be elicited from medical resources. 
Apropos of such an approach is the study 
by Petersen and his associates’ carried 
out in 1956, dealing with the actual] han- 
dling of patients with psychiatric or psy- 
chosomatic complaints by North Carolina 
general practitioners, Those authors found 
that only 17% of the physicians investi- 
gated recognized emotional problems in 
their patients and treated them with suf- 
ficient confidence to demonstrate an ade- 
quate competency in the use of the latest 
treatment methods. Another 54% recog- 
nized emotional problems, but rather than 
attempting some form of psychological 
treatment, treated only the physical as- 
pects of the complaints. A remaining 29% 
did not generally recognize emotional 
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problems, nor did they attempt to hin- 
dle them. Reference to patients with sich 
complaints frequently included those con- 
sidered as “malingerers,” “hypochonc ri- 
acs,” “problems,” and was coupled with 
an admission of the desire to “get them 
out of the office as quickly as possible.’ It 
was therefore apparent that many physi- 
cians were not prepared to deal sym)a- 
thetically with their patients. Further- 
more, Petersen’s survey indicated that ‘he 
chances were less than 1 in 5 that the pa- 
tients surveyed would encounter a physi- 
cian with some capacity to recognize emo- 
tional problems who could treat them with 
an adequate degree of confidence and com- 
petence. 

In a subsequent study of the 100 pa- 
tients previously mentioned, an effort was 
made to determine the effects of hospitali- 
zation on post-hospitalization requests for 
medical assistance, The results were also 
disheartening, despite the fact that there 
have been desirable changes in hospital 
milieu and treatment with a shorter pe- 
riod of hospitalization than in the preced- 
ing decade.* In 1960, for example, 82 of the 
100 patients left the hospital in less than 
a year, whereas in 1950 a comparable 
group of patients would have been hos- 
pitalized for an almost 50% longer period 
of time. 


In a follow-up study of the 82 patients 
who had been discharged within one year, 
45 were available for interview 3 to 17 
months after discharge.*® Of these 45 pa- 
tients, 20 were receiving no further treat- 
ment, At the present time, the reason is 
not clear why so few of our patients 
sought medical assistance after a seem- 
ingly beneficial hospitalization. In a study’ 
which was carried out to explore this 
problem further, the general practitioners 
complained again and again of the oor 
liaison and communication which existed 
between the psychiatric hospital and the 
patient’s former attending physician. This 
underscored the increasing need for some 
bridge between the state psychiatric hos- 
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pital and the general practitioners over 
which the patient could find his way back. 


The Psychopharmaceuticals 


Many well-written and informative mon- 
ographs on the subject of the psychophar- 
maceuticals are now available. For ex- 
ample, Psychopharmaca recently listed 
1,067 studies on the therapeutic effect of 
chlorpromazine alone, published between 
1952-57. This extensive literature over- 
whelms the average practitioner. Fortu- 
nately, however, most major advances 
come rapidly to the attention of the med- 
ical world since authorities of one type or 
another are constantly evaluating the lit- 
erature for results which are scientifically 
sound and professionally significant. 


For the past seven years, at the Spring 
Grove State Hospital, we have been en- 
gaged in studies covering a wide range of 
topics, including research approaches, lit- 
erature reviews, sociological surveys, clin- 
ical reports and experimental investiga- 
tions. The following is a brief summary 
of some of this work: 

We have come to the conclusion that 
the placebo effect is ubiquitous and, as 
experimenters, we will have to learn how 
to live with it. The placebo effect in psy- 
chiatric treatment has been an area in 
which repeated surveys have been per- 
formed.*'’ We have yet to define and de- 
lineate those characteristics that make up 
the placebo reactor. Our statisticians at 
the hospital tell us that following a course 
of treatment with a placebo, patients tend 
to show higher variability. Conversely, ac- 
tive drugs tend to make individuals much 
more similar after treatment than they 
were before. This phenomenon might 
very well be attributed to the active com- 
ponent of the medication which produces 
a response over and above a subjective or 
otherwise idiosyncratic reaction. On the 


other hand, when patients are given a pla- 
tebo, their subsequent reactions are de- 
termined by a special complex of inter- 
acting variables. 
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In comparative studies of six pheno- 
thiazine differences were 
noted in the treatment of acute schizo- 
phrenic reactions. These differences were 
noted by means of psychometric and clini- 
cal observations. The results indicated 
that effective drugs produced desired ac- 
tivity in a much shorter time than had 
been previously reported by other investi- 
gators. After a two week period the psy- 
chometric measures differentiated as to 
effective and non-effective drugs. A rela- 
tionship was noted between the patient’s 
initial mental status and the potency of 
the drug he received. The sicker the in- 
dividual was the more he benefited; con- 
versely, the least sick patient tended to 
be adversely affected. 

This brief presentation touching on the 
three sides of the therapeutic triangle of 
physician, patient, and psychopharmaceu- 
tical, suggests the need to investigate cer- 
tain guide lines. Their exploration may 
accomplish two important results: (a) 
provide increased opportunities for achiev- 
ing therapeutic successes and (b) con- 
tribute towards increasing the confidence 
of the patient in the available therapeutic 
resources. 


Spring Grove State Hospital, Baltimore 28, Md. 


Acknowledgment: It is with a great deal of ap- 
preciation that the thoughtful discussions with 
Dr. Phineas Jack Sparer, Professor of Psychi- 
atry and Preventive Medicine, University of Ten- 
nessee and Thomas E. Hanlon, Ph.D., of the Re- 
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Hospital are acknowledged. They played an im- 
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tation. 
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Freud’s aim was the domination of irrational and unconscious passion by reason... 
There are other factors in Freud’s concept of psychoanalysis which transcend the con- 


ventional notion of illness and cure.. 
mation . 


. his concept that knowledge leads to transfor- 
. . differing from the concepts of scientific psychology, where knowledge in 


itself remains theoretical knowledge and has no transforming function. 


Erich Fromm 
Zen Buddhism and Psychoanalysis 
Harper & Bros., N. Y., 1961. 
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Notes and Comments 


Maimonides Hospital, Brooklyn 

Dr. J. A. Katzive, Executive Director of Mai- 
monides Hospital of Brooklyn, has announced 
plans for a major expansion of current psychi- 
atric services to meet the growing community 
need for low-cost psychiatric care. Dr. Montague 
Ullman, recently appointed Director of the Psy- 
chiatric Division of the Medical Services Depart- 
ment, will head the program which will provide 
full diagnostic and treatment services. Dr. Ull- 
man will also serve as an Associate Professor on 
the teaching staff of the Downstate Medical Cen- 
ter. He has been a member of the psychoana- 
lytic faculty at the New York Medical College 
sirice 1950 and is Consultant in Mental Health for 
Skidmore College of Nursing. Long-range plans 
have been completed for a concurrent program 
of education and research under the joint spon- 
sorship of the Downstate Medical Center of the 
State University of New York and Maimonides 
Hospital. 

The first stage in the new program consists of 
an expansion of out-patient services. Specialty 
clinics in Adolescent Psychiatry and Family 
Treatment have already been started. In the 
planning stage at present are specialty clinics in 
Psychopharmacology, Geriatric Psychiatry and 
Child Psychiatry. Ultimate plans include a full 
range of psychiatric services. The program of- 
fers the community minded psychiatrist a unique 
opportunity to participate in the development of 
a community oriented approach to the study and 
treatment of mental illness. 


Hahnemann Symposium 


The Hahnemann Medical College in Philadel- 
phia presented a most unusual symposium on Psy- 
chosomatic Medicine from December 10-14, 1961. 
Under the direction of Dr. John Nodine, the pro- 
gram chairman, a wide array of talent was 
brought together; the faculty included no less 
than 115 participants. 

The program included short presentations as 
well as stimulating panel discussions. Among 
the many topics considered were: cerebral chem- 
istry and physiology, methods and mechanisms 
in psychopharmacology, objective techniques for 
evaluating drug responses in man, psychiatric 
classification and diagnosis, psychologic testing 
techniques, psychodynamics in tte psychoneu- 
roses and psychophysiologic reactions, pharma- 
codynamics and clinical use of tranquilizers, 
stimulants and antidepressants, psychoanalysis, 
Psychotherapy in out-patients, psychotherapy 
combined with drug therapy, management of spe- 
cific psychoneuroses, personality disorders, psy- 
chosomatic and somatopsychic reactions, and 


last, but not least, the implications and projec- 
tions for the future. 


Existential Psychiatry 


A Conference on Existential Psychiatry was 
held in New York City on December 10, 1961, 
under the auspices of the American Ontoanalytic 
Association, with Jordan Scher, M.D., as Pro- 
gram Chairman. Papers on the existential ap- 
proach included a successful attempt to resolve 
the conflicts between differing schools of psychi- 
atric thought. 


Eastern Psychiatric Research Association 


The Eastern Psychiatric Research Association 
is sponsoring a meeting on Autogenic Training 
on Saturday, January 6, 1962, at the New York 
University Medical School, 30th St. and Ist Ave., 
New York, N. Y., in Alumni Hall #2, at 2:00 p.m. 

The speaker is Dr. Wolfgang Luthe of Mon- 
treal. The panel includes Drs. Herbert Spiegel, 
A. A. Rosen, Gerard Chrzanowski and Jerome 
Schneck. 

Academy News Notes 

Academy Committee Chairmen for 1961-62 are 
as follows: 

Annual Awards: Victor Szyrynski, M.D., Grand 
Forks, No. Dakota; Budget & Finance: Robert 
Rutherford, M.D., Seattle 22, Washington; Cre- 
dentials: Arthur N. Foxe, M.D., New York 21, 
N. Y.; Constitution and By-Laws: M. Murray 
Peshkin, M.D., New York, N. Y.; Membership: 
Maury Sanger, M.D., Brooklyn 26, N. Y.; Publi- 
cations: Robert Rutherford, M.D., Seattle 22, 
Washington; Psychosomatics: Wilfred Dorfman, 
M.D., Brooklyn 26, N. Y.; Regional Areas Coor- 
dination: Kenneth W. Teich, M.D., Duluth, Min- 
nesota; Women’s Auxiliary: Mrs. Kenneth Teich, 
Duluth, Minnesota; A.A.G.P. Liaison: I. Phillips 
Frohman, M.D., Washington 20, D.C.; A.D.A. Li- 
aison: Melvin Land, D.D.S., Dallas 14, Texas; 
A.M.A. Liaison: Laurence Weiss, M.D., Philadel- 
phia 41, Pa.; A.P.A. Liaison: P. J. Sparer, M.D., 
Univ. of Tenn. Coll. Med., Memphis 7, Tenn.; In- 
ternational: J. L. McCartney, M.D., Garden City, 
N. Y.; Convention Exhibits: Frank J. Ayd, Jr., 
M.D., Baltimore 12, Md.; Convention Recording: 
Milton H. Cohen, M.D., Lewistown, Pa.; Conven- 
tion Registration: Henry Heller, M.D., Chicago 
25, Ill.; Annual Program: Kenneth W. Teich, 
M.D., Duluth, Minnesota; Research: Milton Gross, 
Ph.D., Jersey City 4, N. J. 


Lloyd D. Harris, M.D., a founding fellow of the 
Academy, would welcome inquiries from poten- 
tial replacements to take over his practice. For 
detailed information, write to him at 120 Acad- 
emy Street, Poughkeepsie, New York. 
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THE POSTPARTUM PSYCHOSES, Weiner, A., 
and Steinhilber, R. M., Journal of the Inter- 
national College of Surgeons, Vol. 36, pp. 490- 
99, October 1961. 


Postpartum psychoses have a deleterious ef- 
fect, not only on the mother herself, but on her 
baby, her husband, and the older siblings. In 
many cases, however, the psychosis could have 
been anticipated and if not averted entirely, at 
least made less disastrous by appropriate prepa- 
ration. Predisposing factors include family his- 
tory of mental disease requiring hospitalization, 
personal history of previous psychiatric decom- 
pensation not associated with child birth, sex- 
ual inadequacy often with psychosexual immatur- 
ity, and particularly unfavorable social, economic, 
and personal circumstances during the pregnancy 
itself. Half of the postpartum psychoses are 
schizophrenic reactions, and 40 per cent are de- 
pressions. Prognosis for full recovery is good 
unless the patient has had a long-standing mal- 
adjustment, a family history of mental illness, 
psychologic immaturity, and an unstable mar- 
riage. When a physician anticipates trouble 
during a pregnancy he should give the woman 
encouragement, reassurance, and a chance to 
express fears and anxieties. He should try to 
develop a healthy attitude in the husband to the 
pregnancy. 

William F. Sheeley, M.D. 


ORGANIC THERAPY IN PEDIATRIC PSYCHI- 
ATRY. Bender, L., and Feretra, G., Dis. of 
the Nerv. Syst., Supplement, Vol. 22, pp. 110- 
111, Apr. 1961. 


Eighty to ninety percent of children from 4 
to 16 admitted to the Children’s Unit of Creed- 
mor State Hospital since 1956 have received drug 
and physiological therapy and may continue on 
drug therapy following discharge. The rationale 
consisted of facilitating emotional maturation in 
proceeding through chronological stages of de- 
velopment. The positive adjustment consists of 
reduction of learning difficulties, organization of 
the pattern of behavior and improvement of in- 
terpersonal relationships. At times the child 
must be stimulated and made more aggressive. 

Children under 12 tolerate high doses of drugs, 
often equal to adult doses. In adolescence their 
reactions are similar to those of adults. The on- 
set of therapy is characterized by over-tranquil- 
ization or over-stimulation and disturbed behav- 
ior with increased anxiety and communication of 
the preexisting symptoms. Gradually the de- 
sired effect is noted. No severe toxic side reac- 
tions and only moderate allergic reactions were 


PSYCHOSOMATICS 


Abstracted from the Medical Press 


NOVEMBER-DECEMBiR 


encountered. Mild muscular spasms were cb- 
served with phenothiazines and were controlied 
by anti-Parkinson drugs. Barbiturates were not 
used; phenothiazines and reserpine were adm:n- 
istered to schizophrenic children. The former 
was given in doses up to 100 mg. of Thorazine or 
Sparine. Meprobamate was used from 1600 to 
4800 mg. a day in anxious, hyperactive children, 
Prozine was effective for behavioral symptonis. 
Benzedrine was used in hyperactive, organic chil- 
dren and in learning disabilities. Tofranil was 
useful in autistic children. Deaner was found 
“relatively ineffective.’ Anticonvulsants were 
used also in children without convulsions, who 
showed positive EEG evidence. 

ECT was given to autistic children under the 
age of six, to children from 7 to 10 years with 
a pseudoneurotic picture and to adolescents with 
schizophrenia, especially catatonic and other ac- 
tively manifested cases. Results are described 
as generally good, although the children often 
appear worse during therapy. In autistic chil- 
dren the results are often first seen after a year. 
The effect of sub-coma insulin is not certain. 
Physiological treatment is but one of the in-pa- 
tient programs which also include organized 
activities, school, occupational and recreational 
therapy in addition to individual and group psy- 
chotherapy. 

Adam J. Krakowski, M.D. 


STRESS, ILLNESS BEHAVIOR, AND THE SICK 
ROLE. David Mechanic and Edmund Volkart, 
American Sociological Review. 


Briefly reviewing the work of Hinkle and Wolff, 
who studied long term patterns of illness among 
2,934 employees of a large organization, these 
authors found the frequency of known illness to 
be closely associated with occupational and social 
positions which frustrated the needs and aspira- 
tions of the individual. However valuable such 
a study might be, the authors felt it failed to dis- 
tinguish between the development of illness ver- 
sus the act of coming under medical care. 

They point out that prolonged stress may pro- 
duce physical symptoms. The symptoms do not 
ordinarily infer that a person would seek medi- 
cal care. Their research was conducted with 
freshman males at a Western university. The 
variables studied included frequency of visits 
to a medical facility, stress and inclination to 
adopt the sick role. They defined stress is a 
state of affairs characterized by anxiety, discom- 
fort, emotional tension and difficulty in adjusting, 
which may be temporary, situational, protr icted 
or recurrent. The reviewer of this article points 


out the operational definition of the term stress 
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is so ubiquitous as to be non-existent. The terms 
anxiety and discomfort are synonymous, and 
emotional tension and difficulty in adjustment 
also seem synonymous. Nonetheless this was the 
operational definition under which they included 
the terms loneliness and nervousness. 

The parameter of the research project was so 
loose that to try to perform the technique to 
which they referred proves nothing. The paper 
states that young men, when they become ill, 
somehow end up in a medical clinic! The au- 
thors conclude the study could have had great 
significance. ‘The inclination to adopt the sick 
role, a variable heretofore not investigated, and 
studies of stress and illness have been the major 
focus of this study.” 

B. I. Kahn, M.D. 


A SYNDROME OF SERIOUS SUICIDAL INTENT. 
Capt. Alan A. Stone, Archives of General Psy- 
chiatry, Vol. 3, No. 4, October 1960. 


Suicide is a complex problem and every con- 
tribution which enables us to pin-point the po- 
tential victim is worthwhile indeed. The author 
presents seven cases revealing the following 
common qualities: 1) obsessive-compulsive char- 
acter with latent passive homosexual features; 
2) possible symptomatic alcoholism; 3) a his- 
tory of a relatively poor relationship with the 
father; 4) an interest in a sexually discredited 
woman about whom the patient is obsessed with 
jealous fantasies and ruminations which have a 
paranoid quality; 5) a threatened rupture of re- 
lationships with a rejection by this woman. This 
syndrome is presented as a working hypothesis 
to alert the physician. 

George J. Train, M.D. 


THE IMPORTANCE OF PSYCHOLOGICAL FAC- 
TORS IN FEMALE INFERTILITY. G. Af. Gei- 
jerstam, Acta Obstet. Gynec. Scand., 38 (4):457- 
464, 1959. 


Eighty per cent of the cases of infertility seen 
by the author are caused wholly or in part by 
emotional factors. An open discussion of the pa- 
tient’s sexual habits and idiosyncrasies is con- 
sidered important in evaluating causes of infer- 
tility. 

Of the 584 patients seen, 5% (29) were found 
to have intact hymens. Another common set of 
causes is the husband’s indifference and/or the 
wife’s unwillingness to engage in coitus; dys- 
pareunia and vaginismus in the wife, and ejacula- 
tio praecox in the husband are other possible eti- 
ological agents. Psycho-endocrinological disturb- 
ances and disorders of the hypothalamic-hypo- 
physical system are discussed in relation to infer- 
tility. Personality change and emotional ma- 
turity may reverse the infertility pattern. Co- 
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operation between gynecologist and psychiatrist 
is stressed. 
Leo Wollman, M.D. 


HYPNOSIS AND PSYCHOSOMATIC MEDICINE. 
Joseph H. Morton, M.D., Amer. J. Clin. Hyp., 
Vol. 3, No. 2, pp. 67-74, October 1960. 


This article, which was originally presented 
before the 1959 meeting of the American Society 
of Clinical Hypnosis, points out that the use of 
hypnosis provides a remarkable opportunity to 
study and evaluate the psychosomatic interrela- 
tionships in the diagnosis and treatment of ill- 
ness. There is a presentation of seven cases. The 
author emphasizes that the use of hypnosis solely 
for the removal of symptoms by direct sugges- 
tion without knowing how badly the patient needs 
his symptoms or disability can be harmful, as the 
removal may leave the patient the necessity of 
acquiring new and usually more severe defenses. 
He points out, “The non-psychiatric physician 
should be aware of his limitations, and in the 
best interests of his patients, should restrict him- 
self to his own field of competence. In other 
words, he should not do in hypnosis what he 
would not attempt without hypnosis. He should 
refer patients for psychological evaluation or 
treatment when doubt exists as to the importance 
of the emotional factor, when serious depressive 
or suicidal tendencies are suspected, when a se- 
rious neurosis appears to be the primary illness, 
or when there is little or no response to medical 
therapy.” 

James L. McCartney, M.D. 


PSYCHOSOMATIC DETERMINANTS AN- 
GINA. Sanford M. Lewis, M.D. Delivered before 
the 5th World Assembly of the Israel Medical 
Association, August 17, 1961. 


The multi-dimensional pathogenesis of most 
disease processes is almost universally recog- 
nized. Angina pectoris is representational of a 
dynamic syndrome in which psychologic param- 
eters are equal in importance to those of meta- 
bolic, hemodynamic, endocrine and anatomic ori- 
gin. The study is concerned with methods of 
obtaining significant information concerning per- 
sonality structure to permit the formulation of 
an integrated dynamic and therapeutic scheme. 
Emphasis is placed on developing an interview 
technique which will approximate, in terms of 
physician hours, time requirements ordinarily 
considered reasonable for accomplishing a purely 
organic and physiologic workup. 

The format, designated simply as the “two- 
week divided interview,” seemed effective in pro- 
viding a psychodynamic insight in patients with 
cardiac abnormalities. This approach respects 
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the necessity for minimal time investment. The 
divided nature of the experience, with several 
days between first and second meetings, appears 
to reproduce in miniature some of the important 
phenomena which form the basis for analytically 
oriented psychiatric systems. After initial test- 
ting maneuvers, themselves often dynamically 
significant, patients tend to respond eagerly to 
the opportunity for ventilation. The embryonic 
transference relationship is extremely valuable 
in identifying determinative intra-psychic pat- 
terns. 

Thus, it is possible in a simple, pleasant and 
economic manner, to integrate psychodynamic 
factors with those of organic origin in under- 
standing pathologic syndromes. Case histories 
illustrate various mechanisms by which symp- 
tomatology is responsive to emotional needs, as 
well as physiologic alterations. A psychosomatic 
point of view appears to enhance the possibility 
of finding the most effective solutions to the 
many-faceted problems of disease. 

Sanford M. Lewis, M.D. 
(Author’s Abstract) 


MENTAL DISEASE LINKED TO FACIAL PAIN. 
S. Lesse, M.D., Dental Times, Oct. 15, 1961, p. 3. 


Atypical facial pain syndrome may be a hypc- 
chondriacal expression of “underlying agitated 
depression.” 

In 225 patients, 198 had no specific anatomic 
lesions to account for their atypical pain pat- 
terns. Twenty-seven showed organic causes for 
the pain, which included neoplasms, multiple 
sclerosis, herpes zoster and trigeminal neuralgia. 

It was pointed out that three-fourths of the 
subjects had complained of facial pains for more 
than one year. A number had been ill for five 
or more years and a few had been under various 
treatments for almost 10 years. 

Melvin Land, D.D.8. 


THE EFFECT OF TWO HALLUCINOGENIC 
AGENTS ON HUMAN RETINAL FUNCTION. 
Alex E. Krill, M.D., Anna M. Wieland, A.M., 
and Adrian M. Ostfeld, M.D., Arch. of Ophth., 
Vol. 64, pp. 104-113, Nov. 1960. 


Since visual hallucinations can arise from any 
level of the visual pathways (from the retina to 
the cerebral cortex), the problem of defining the 
hallucinogenic mechanism is quite complex. In 
this project retinal function was studied; a total 
of 40 experiments was carried out on 19 medi- 
cal students. All had normal ophthalmological 
findings and were free of psychotic or major 
neurotic disorders. The two hallucinogens stud- 
ied were N-ethyl-3-piperidyl benzilate hydrochlo- 
ride (JB 318) and d-lysergic acid diethylamide 
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(LSD-25). These drugs were used in both the 
hallucinogenic and nonhallucinogenic doses. The 
changes noted were interpreted as hypoxic or 
toxic retinal effects of the hallucinogen when 
used in sufficient dosage. The findings indica‘ed 
that the hallucinogenic effect of these psychoto- 
mimetic agents is related to concomitant changes 
in retinal function. 
T. F. Schlaegel, Jr., M.D 


PSYCHIATRIC CONSULTATIONS WITH FA. 
TIENTS ON MEDICAL SURGICAL 
WARDS: PATTERNS AND PROCESSES. Meyer, 
E., and Mendelson, M., Psychiatry, Vol. 24, pp. 
197-220, August 1961. 


When a patient on a medical or surgical ward 
becomes emotionally disturbed, the medical and 
nursing staff usually try first to improve his be- 
havior by friendly influence, persuasion, and re- 
assurance. When these attempts fail, the staff 
reacts to their resulting anxiety with withdrawal 
of interest, stereotypy, and some degree of avoid- 
ance. They also angrily consider the patient bad, 
immoral, or uncooperative. Lying behind this 
staff-patient impasse is the difficulty physician, 
nurse, and patient have in perceiving the psy- 
chiatric disorder. Thus inexplicably rejected, 
the patient reacts with behavior which may 
further the block of communication between pa- 
tient and staff. Guilt and anxiety in the staff 
aggravate the situation. By asking for psy- 
chiatric consultation under these circumstances, 
the staff develops hopeful expectancy which may 
diminish the communication block. Furthermore, 
the psychiatrist may convey better understand- 
ing to the staff and thereby promote tolerance 
and greater availability of staff to patient. The 
psychiatrist has, therefore, served as little more 
than a catalyst, but this function is often very 
useful. 

Wi.i:am F. Sheeley, M.D. 


CHANGES IN SELF - PORTRAIT DRAWING 
CAUSED BY LSD-25. Comparison Between Nor- 
mal and Schizophrenic Persons. S. Saito, Nii- 
gata Med. J., 73: Suppl. I, 98, 1959. From Abstr. 
Jap. Med., 1:931, Mar. 1961. 


Twenty normal subjects and 15 schizophrenic 
patients were given LSD-25 and asked to draw 
their self-portraits at one hour intervals for 
three hours. The size, especially length, of the 
face tended to be greatly enlarged in the portraits 
drawn by normal subjects. Changes in coniour 
were slight and appeared late in the normal 
cases, but were marked and early in schizo- 
phrenic patients. Some portraits drawn by schiz- 
ophrenics were extremely bizarre and mysteri- 
With normal subjects, usage and combi- 
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nation of colors generally changed from light to 

dark, from simple to complex, while with schizo- 

phrenics the situation was generally reversed. 
Leo Wollman, M.D. 


LESIONS IN UPPER PORTION OF THE GASTRO- 
INTESTINAL TRACT ASSOCIATED WITH IN- 
TRACRANIAL NEOPLASMS. J. A. Spencer, 
et al., Gastroenterology, Vol. 37, No. 1, pp. 20- 
27, 1959. 


In 274 patients with intracranial neoplasms, 
54‘7 showed acute lesions at necropsy. These 
included petechiae, ecchymoses, ulcerations or 
autolysis of the esophagus, stomach or duode- 
num. These acute lesions were found in only 
26:7 of 666 control patients without intracranial 
pathology. Extracranial factors such as malnu- 
trition, debilitation, uremia, thrombocytopenia, 
infection, shock, lesions of the spinal cord, were 
found in 55% of those who had acute gastroin- 
testinal lesions concomitant with intracranial pa- 
thology, but the authors feel that these extra- 
cranial lesions do not necessarily explain the 
gastrointestinal lesions, since the lesions may be 
mediated by the intracranial changes. Chronic 
and healed peptic ulcers were not found any more 
frequently than in patients without intracranial 
disease. 


RUPTURED INTRACRANIAL CAROTID ARTERY 
ANEURYSM WITH FATAL EPISTAXIS. D. M. 
Seftel, et al., A.M.A. Arch. Otolaryng., Vol. 70, 
No. 1, pp. 52-60, 1959. 


The epistaxis can originate in three possible 
sites: the sphenoid sinus, the eustachian tube, or 
the cribriform plate. The otolaryngologist may 
be the first to see such a patient and should be 
alert to the possibility of ruptured intracranial 
aneurysm. 


CHRONIC VIRAL ENCEPHALITIS AS A PATH- 
OGENETIC FACTOR IN EPILEPSY. M. J. 
Aguilar, Amer. J. Med. Sci., Vol. 238, No. 3, pp. 
334-362, 1959. 


Prolonged, slowly progressive chronic encepha- 
litis due to renewed or persistent viral infection 
may be related to epilepsy. Histopathological 
changes include widespread perivascular cuffiing, 
microglial activity, chronic leptomeningeal in- 
flammation, vascular alterations, gliosis and loss 
of neurons. 


DIABETIC NEUROPATHY FOLLOWING STRESS 
SITUATION. M. Ellenberg, Amer. J. Med. Sci., 
Vol. 238, No. 4, pp. 418-426, 1959. 


Neuropathy in diabetes may not necessarily 
be related to poor diabetic control. It may be 
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the initial clinical manifestation of diabetes; it 
may also be precipitated by the control of dia- 
betes by diet or insulin. Stress may be a de- 
terminant. The stress factors include: amputa- 
tion, prostatic or abdominal surgery, infection, 
coronary thrombosis, cerebro-vascular accident, 
corticosteroid therapy, barbiturate coma, and the 
institution of control of the diabetic state by in- 
sulin or tolbutamide. A relatively uniform latent 
period following the stress factor was observed, 
which varied from 7-30 days. This latent pe- 
riod compares with other situations where neu- 
ropathy follows a known precipitating factor, 
such as inoculation, vaccination, penicillin or ar- 
senical therapy. 


SOME QUESTIONS CONCERNING VASCULAR 
DISEASE OF THE BRAIN. M. T. Moore, Neu- 
ropath. Exp. Neurol., Vol. 19, No. 2, pp. 179- 
194, 1960. 


The many factors involved in the etiology of 
arteriosclerosis of the cerebral vessels are con- 
sidered, as well as the effects of the vascular 
changes on the cerebral tissues. The alteration 
of blood lipoids, lipoid metabolism of the wall of 
the blood vessel, circulation time, blood viscosity, 
electrolyte balance, fibrinolytic enzyme systems 
are all factors in the precipitation of vascular 
thrombosis. Genetic, traumatic, viral, nutritional, 
metabolic as well as cardiac disease and hyper- 
tension all merit consideration. 


RECOVERY FROM SEXUAL DEVIATIONS 
THROUGH OVERCOMING NON-SEXUAL NEU- 
ROTIC RESPONSES. I. Stevenson and J. Wolpe, 
Amer. J. Psychiat., Vol. 116, pp. 737-742, 1960. 


In three patients whose sexual deviations were 
determined by anxiety, rather than due to a sex- 
ual origin, the development of assertive behavior 
produced a return to normal heterosexual be- 
havior. In their treatment, the recoveries were 
not related to the recall of repressed traumatic 
events or the working out of sexual conflicts. 


THE MULTIFACTORIAL APPROACH IN PSY- 
CHIATRY. Hans Hoff, M.D., J. of Neuropsy- 
chiat., Vol. 1, pp. 173-181, April 1960. 


An understanding of individual illness requires 
that all aspects be considered. In general pare- 
sis, the spirochetes produce anatomical changes 
in the brain, yet all syphilitic inflections do not 
lead to an inevitable damage of the brain. Man- 
ifestations depend upon the location of lesions, 
but also upon the individual’s reaction to the 
focal lesion. Psychodynamic factors, produced 
by the patient’s life history, are of major im- 
portance. In senile dementia, the same multi- 
factorial approach is essential to the understand- 
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ing of the individual and the extent of the illness. 

In schizophrenia, the factors of heredity, so- 
matic constitution and psychodynamics all play 
arole. This is likewise true for manic-depressive 
psychosis. 


PYRUVATE METABOLISM IN WILSON’S DIS- 
EASE. J. M. Walshe, Clin. Sci., Vol. 20, p. 197, 
April 1961. 


A disturbance in pyruvate metabolism may 
play a significant role in the chronic forms of 
Wilson’s disease. In 10 of 16 patients in whom 
pyruvate metabolism was tested, an abnormality 
was discovered; 6 of these 10 showed a return to 
normal after penicillamine therapy. It is postu- 
lated that there is a block of coenzyme A or 
some other -SH dependent enzyme which inhibits 
the entry of pyruvate into the Kreb’s cycle. 


TOLERANCE IN UPBRINGING AND ITS ABUS- 
ES. Melitta Schmideberg, M.D., Internat. J. Soc. 
Psychiat., Vol. 5, pp. 123-130, 1959. 


Lenience in the upbringing of children often 
masks apathy, confusion or indifference. The 
task of the parents is to help develop the help- 
less, immature self-centered infant into a self- 
reliant, responsible mature individual. This is 
accomplished by the development of conscience 
and self-control, by providing incentives and val- 
ues, by checking primitive impulses and by modi- 
fying narcissism. Excessive tolerance has not 
performed these functions. 

There is a reluctance to use strong incentives 
and painful emotions in upbringing. The child 
should learn to accept the painful consequences 
of failure or bad behavior; in this way he adjusts 
to reality. The exposure of children to occasional 
anxiety helps them to learn to handle it. 


AN UNUSUAL CASE OF BLEEDING PEPTIC 
ULCER WITH MASKED PSYCHOTIC DEPRES- 
SION. J. Mackey, M.D., and F. Hajnsek, M.D., 
Canad. M. A. J., Vol. 82, pp. 424-425, Feb. 20, 
1960. 


This is the case report of a 50-year-old male 
with a history of black bowel movements for 
three months and evidence of severe anemia (he- 
moglobin 32%), where three barium examina- 
tions showed evidence of duodenal ulcer. De- 
spite the use of 26 bottles of whole blood he 
constantly refused surgery. 

In review of the case the authors felt that a 
severe depression might be behind it all. Fur- 
ther interview revealed a fear of dying from be- 
ing cut open, a deep sense of unworthiness, and 
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an attitude that it didn’t matter if he did die. 
The patient was diagnosed as a psychotic depris- 
sion in a schizoid personality. He was com- 
mitted, given ECT, chlorpromazine and psycho- 
therapy and made a rapid improvement both 
physically and mentally. 


A MENTAL SYNDROME ASSOCIATED WITH 
LUNG CARCINOMA. McGovern, Miller and 
Robertson, Arch. Neurol. Psych., Vol. 81, No. 3, 
pp. 341-347, 1959. 


Two patients, whose illness began with depres- 
sion and intellectual impairment which pro- 
gressed to delirium are reported. Psychiatric 
symptoms antedated the diagnosis of the bron- 
chial carcinoma by many months. No metastatic 
involvement in the CNS was found in either case 
at postmortem. One patient showed a ‘flapping 
tremor” with high biood ammonia levels and nor- 
mal liver function tests; yet there was no evi- 
dence of hepatic metastasis at autopsy. 


PUTTING PSYCHIATRY BACK INTO MEDICINE. 
F. J. Ayd, Jr., M.D., J. Mich. Med. Soc., Vol. 58, 
No. 12, pp. 1987-1989, 1959. 


From August, 1955 to November, 1958 over 500 
patients were treated at Franklin Square Hospi- 
tal (Baltimore) for acute brain syndromes, psy- 
choneurotic disorders, schizophrenic reactions, 
manic-depressive reactions, acute _ situational 
stresses, acute disturbances in geriatric patients 
and a variety of psychosomatic disorders. A psy- 
chiatric service in a general hospital provides 
the patient with extensive laboratory facilities 
and the availability of other specialists for con- 
sultation and treatment concomitant with their 
psychiatric treatment. Additional advantages lie 
in the postgraduate instruction in psychiatry 
that is provided for the visiting and resident 
staff, and the fact that the stigma of mental ill- 
ness is removed, thus permitting earlier treat- 
ment. 


MAPLE SYRUP URINE DISEASE. J. Dancis. M. 
Levitz, and R. G. Westall, Pediatrics, Vol. 25, 
No. 1, pp. 72-79, 1960. 


The features of this metabolic anomaly, which 
were seen in an infant who survived twenty 
months, included: retarded development, spas- 
ticity, opisthotonos and a urine which had the 
odor of maple syrup. The plasma and urine 
showed an increase in leucine, isoleucine, and 
valine due to a block in their metabolism. 
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Book Reviews 


RECENT ADVANCES IN BIOLOGICAL PSYCHI- 
ATRY, Vol. Ill. Ed. by Joseph Wortis, M.D. 
New York and London: Grune & Stratton, 1961. 
Pp. 241, illus., $9.75. 

The Society of Biological Psychiatry is com- 
posed of psychiatrists, neurologists, basic scien- 
tists, and psychologists interested in ‘‘the neural, 
neurologic, physical, and physiologic side of psy- 
chiatry.” In recent years the Society has been 
publishing in book form the scientific papers pre- 
sented at its annual meeting. The present vol- 
une contains the papers and discussions of al- 
most 70 research workers at the 1960 meeting 
of the Society. It is introduced by Hoch’s presi- 
dential address, ‘“‘The Achievements of Biological 
Psychiatry,” which reviews the progress made 
in the somatic treatment of psychiatric ailments 
ani calls attention to areas in which work re- 
mains to be done. The remainder of this book 
is devoted to clinical and experimental studies 
of phenothiazine-tranquilizers and antidepres- 
sants, and to such topics as psychotomimetic 
drugs, serotonin and behavior, the catechol am- 
ines, childhood schizophrenia and convulsive 
states, metabolic studies in mongolism, migraine 
and brain biopsy in man and animal. 

This book is full of very useful clinical and 
experimental information, especially the clinical 
papers by Kris, Tueter, and Gross on the in- 
fluence of drug treatment on hospitalized pa- 
tients, discharge rate, readmission and post-hos- 
pital adjustment. Each of these clinicians dem- 
onstrates the importance and advantages of 
maintenance drug treatment. Bender’s very care- 
ful study of the reiationship between childhood 
schizophrenia and epilepsy is well worth read- 
ing. Also to be recommended for serious perusal 
is the prize-winning paper by Costa and asso- 
ciates on “Theoretical Implications of the Chemo- 
therapy of Depressions.” 

Recent Advances in Biological Psychiatry is a 
desirable book for the library of the primarily 
research-oriented physician. It is highly rec- 
ommended for those for whom it is intended. 

Frank J. Ayd, Jr., M.D. 


POPULAR CONCEPTIONS OF MENTAL 
HEALTH. By Jum C. Nunnally, Jr. New York: 
Holt, Rinehart and Winston, Inc., 1961. 
Mental illness and health are occupying more 

and more attention of medical organizations. The 

American Psychiatric Association and the Amer- 

ican Academy of General Practice are collabo- 

rating actively to further the continuation edu- 
cation in psychiatry of nonpsychiatrist physi- 
cians; the American Medical Association is hold- 
ing its First A.M.A. National Congress on Men- 


tal Health next June; our own Academy of Psy- 
chosomatic Medicine is concerned with these 
matters; state and Federal governments are put- 
ting increased amounts of money into this ef- 
fort; and impressive numbers of new psychiatry 
services are being established in general hospi- 
tals throughout the country. 

Having recognized the need to improve the 
care of the mentally ill, and having determined 
to do something toward filling that need, respon- 
sible medical persons and organizations must set 
for themselves pertinent goals and objectives. 
Once these are set, they must then learn what 
forces support accomplishing those goals, and 
what obstacles stand in the way; they must 
learn which attitudes and opinions of both lay 
and professional groups foster the improvement 
of the treatment of mental illness, and which im- 
pede it. And having found obstructing attitudes 
and misconceptions, they must discover the prin- 
ciples and develop the techniques necessary to 
bring about salutary change. 

For these purposes, Nunnally’s Popular Con- 
ceptions of Mental Health is a valuable aid. Sur- 
veying not only the American Public, but also 
general practitioners of medicine, this work de- 
scribes in detail their knowledge, opinions, and 
attitudes which affect menial illness, the men- 
tally ili, and those who treat them. Imaginative 
in conception, sophisticated in design, thorough 
in execution, and restrained in interpretation, 
these surveys provide—for a large number of 
questions about attitudes and opinions—answers 
of undoubted accuracy. 

Many of the public and medical attitudes and 
opinions that are reported in this book will not 
surprise the reader; many others perhaps will. 
Be that as it may, the medical organization 
seeking to further the use of psychiatric princi- 
ples by its physician members; the general hos- 
pital starting a psychiatric service; the psychia- 
trist teaching psychiatry to other physicians; the 
community group establishing a mental health 
clinic; the demographer planning an opinion sur- 
vey; the members of the many professions con- 
cerned with mental health—all these will find 
here most useful information and guidance. They 
will find descriptions not only of how public at- 
titudes develop, but also of how they change. 

True, the reader who is not fully conversant 
with statistical methods and factor analysis will 
find much of this book hard going. He may per- 
haps have to learn to extract the many compre- 
hensible summarizing statements and conclusions 
from among their many supporting statements 
that are to him buried incomprehensibly in the 
statistician’s jargon. 
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Nevertheless, by studying the ‘Propositions” 
offered by the author—and his non-jargon com- 
ments concerning them—the reader will win a 
valuable return for his time invested. 

William F. Sheeley, M.D. 


CLASSICS IN PSYCHOLOGY. Edited by Thorne 
Shipley. Philosophical Library, New York, 1961, 
pp. 1342. $20. 


This king-size book, unusual in scope, breadth 
and content, undertakes the tremendous task of 
including selections from the writings of the lead- 
ing authorities in the field. It covers practically 
every school of thought and discipline. In addi- 
tion to the selection offered from each of the 
chosen leaders, a short biography is appended. 
Among those that were chosen, the contributions 
of Pinel, Esquirol, Charcot, Bleuler, Kraepelin, 
Freud, Hughlings Jackson, Benjamin Rush and 
Sir Charles Scott Sherrington seemed most val- 
uable to this reviewer. 

For example, Philippe Pinel’s description of the 
chaos at the Bicetre and his determination to 
collect facts and keep records is indeed stimulat- 
ing, with apparently no loss of impact occa- 
sioned by its translation. In the chapter dealing 
with Esquirol, a student of Pinel, the excerpt 
chosen is from ‘‘Mental Maladies: A Treatise on 
Insanity.” Although the classification offered 
would hardly meet A.P.A. standards, the author's 
humility and gentle philosophy can serve as a 
model to avoid the present day friction among 
contemporary schools of thought. 

Charcot’s essay is on “Hysteria in the Male,” 
an excellent account of his theory that this ill- 
ness was not restricted to the female gender. His 
inclusion of railway spine in hysteria was val- 
uable; yet, his greatest contribution was cer- 
tainly the fact that he inspired such students as 
Freud, Janet, Babinski and Bleuler. 

Bleuler’s original description of schizophrenia 
stands today practically unmodified. Kraepelin’s 
description of the indecisiveness in depression, 
Rush’s belief that the blood vessels of the brain 
were the physiological basis for mental derange- 
ment, Hughlings Jackson’s discussion of aphasia, 
Freud and Breuer’s Studies of Hysteria and 
Charles Scott Sherrington’s “Integration of the 
Nervous System” all offer excellent excerpts 
from the original papers. 

This encyclopedia provides a ready source of 
reference to the original communications of many 
distinguished authors. In some instances, no 
previous translations into English were avail- 
able. The book should be of value to all students 
of psychology and psychiatry, especially to those 
who want ready access to the most significant 
literature of the past. 

W.D. 
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A STUDY OF THE PSYCHIATRIC NURSE. By 
Audrey L. John. E. & S. Livingstone Ltd., Edin. 
burgh and London, 1961. The Williams and 
Wilkins Co., Baltimore, Md., agents. Pp. 239, 
Price $5.00. 


A Nursing Studies Unit was set up five yeurs 
ago at the University of Edinburgh with the help 
of the Rockefeller Foundation. This book is the 
first publication of this research. 

A comparison made between general hospitals 
and general nurse training on the one hand and 
mental hospitals and mental nurse training on 
the other revealed that in many respects the 
mental hospitals were lagging behind. 

Many of Doctor John’s findings are disturbing. 
Therapeutic patient care was not stressed and 
the nurses were found inadequate in this respect. 
“Because psychiatry is essentially a field where 
teamwork is required, inadequate nursing care 
must inevitably have repercussions on the medi- 
cal staff.’”” The discontented and frustrated nurse 
will transmit her tensions to her patients, and 
the nurse content only with superficial care, can 
never achieve a truly therapeutic relationship. 
Such nurses may nullify the work of the ther- 
apist. Inadequate nursing also means retarded 
recovery, longer separation of the patient from 
family and friends, increased fear of mental hos- 
pitals, a reluctance to seek psychiatric help soon 
enough, and a repudiation of all efforts to make 
psychiatry better appreciated and more acces- 
sible. 

Reform hinges on two factors: better working 
conditions and better staff selection. The physi- 
cal surroundings of the mental hospital must be 
improved. Improved staff rooms for the nurses, 
a reform in nursing duties, and a clearer con- 
cept of what is the nurse’s rightful duty are also 
needed. Should she be psychiatrically oriented 
and be helpful in relieving anxiety and encourag- 
ing insight? Most psychiatric nursing training is 
inadequate and the nurses feel their inadequacy 
and lose morale and self-confidence. 

A more careful selection of students, bet- 
ter educational standards, a greater check on 
personality, better teaching and a more compre- 
hensive basic training are needed to promote and 
increase morale and efficiency. 

This small book should be of great value and 
interest to everyone working in a mental hos- 
pital. 

Joseph Joel Friedman, M.D. 


BASIC THEORY OF PSYCHOANALYSIS. By Rob- 
ert Waelder. International Universities Press, 
Inc., 1960. 273 pages. 


The book is divided into two parts: Part I ceals 
with the historical development of psychoanalytic 
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thought; Part II is a survey and discussion of 
basic concepts. 

As to the fundamental concepts: In the struc- 
ture of a neurosis, there is an inner conflict be- 
tween an impulse and the rest of the personality, 
known as the ego. The impulse represents an 
idea unacceptable to consciousness and becomes 
repressed. Part of the repressed idea finds it- 
seif back into consciousness in disguised form. 

With its emphasis on inner conflict, Freudian 
analysis stands in opposition to other schools of 
thought. Waelder regards unorthodox disci- 
plines as incomplete studies in psychopathology. 

As to the dissident schools, Jung, Adler and 
Rank continue as a part of the psychoanalytic 
model of human behavior. Jung deals with a 
collective rather than an individual unconscious 
which makes for an important difference in in- 
terpretations. In Adlerian theory, people are sick 
because they want to be sick. It is a particular 
form of adjustment to reality wherein secondary 
gains remain the important way of life. Rank 
completely discarded the very essence cf psycho- 
analytic therapy substituting for it a school of 
relationship therapy. In this respect, the Ad- 
lerian and Rankian treatment procedure are of- 
ten combined. 

Under the caption of ‘“‘Destructiveness and Ha- 
tred,” Waelder brings to our attention that these 
are purely destructive drives. 

A destructive attitude, action or impulse may 
be the reaction to: a) purpose usually attributed 
to the ego; i.e., a threat to self-preservation; b) 
the frustration of a libidinal drive; c) control 
over one’s body and mind; d) the mastery of the 
outside world; e) essential destructiveness as a 
drive occurring in psychotics when not reacting 
to provocation. To explain all destructive behav- 
ior in terms of the aforementioned causes is 
open for debate. Essential destructiveness may 
be due to an inborn instinctual drive which Freud 
named the death instinct. The self-destructive 
instinct is mitigated by Eros and is the reason 
why destructive influences are not felt during 
the greater part of our lives. 

In the chapter “Analytic Ego Psychology,” Wael- 
der discusses the concept of the ego, the use of 
teleological concepts, the appearance of Adler’s 
Individual Psychology, ego psychology in psycho- 
analysis, the defense mechanisms, post-Freudian 
trends and the superego. Much emphasis is 
Placed on defense mechanisms. The ego idea 
(superego) is our conscience. Part of the su- 
Perego is intimately tied up with repressed de- 
Sires. The strongest demands of the superego 
are those outlawing incest and homicide. In con- 
Science man treats himself critically as a de- 
manding and punishing parent; however, man 
May treat himself benevolently like an approv- 
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ing and comforting parent. 

Psychoanalytic treatment is the causal treat- 
ment of the neuroses. It tries to undo the re- 
pressions and restore the conflict to conscious- 
ness. The indications for analytical therapy can 
be applied to the related transference—neuroses, 
phobias, hysterics, and obsessional neuroses. Less 
suitable to therapy are narcissistic and psychotic 
conditions. All conflicts do not permit a toler- 
able solution but may continue to succumb in 
favor of the inst. :tual drives. 

Tolerance for anxiety and frustration, often 
compared to the strength of the ego, are the 
conditions of the cure. Conditions favorable to 
a psychoanalytic cure are a flexibility of the 
libido, extent of a person’s talents, the range of 
his interests and the ability to sublimate. Pa- 
tients for whom psychoanalytic treatment is not 
indicated are often treated with educational psy- 
chotherapy or psychoanalytically oriented psy- 
chotherapy. This form of treatment is the ther- 
apy of choice in disorders of non-neurotic char- 
acter. 

This reviewed considers Basic Theory of Psy- 
choanalysis excellent in its scope and it certainly 
should be added to the library of all psychia- 
trists. 

Harry Perlowitz, M.D. 


EVALUATION OF DRUG THERAPY. Edited by 
Francis M. Forster, M.D. University of Wiscon- 
sin Press, Madison, Wisconsin, 1961. Pp. 167. $4. 


This book is an account of the proceedings of 
the Symposium on the Evaluation of Drug Ther- 
apy in Neurologic and Sensory Diseases, held at 
the University of Wisconsin in May, 1960. The 
main purpose of the meeting was to improve the 
quality of clinical research in the area of drug 
therapy. A secondary goal was to establish bet- 
ter communication between clinicians, pharma- 
cologists and-statisticians. 

The first portion’ of the book deals with the 
problems encountered in drug research by the 
pharmacologist, the drug industry and the sta- 
tisticians. The difficulties in predicting biologi- 
cal actions from a study of the molecular struc- 
ture as well as the problems involved in animal 
screening and extrapolation of results to humans 
are reviewed. A most interesting chapter is 
provided in the discussion of the role of the Food 
and Drug Administration in their evaluation of 
the safety of a drug. Safety is defined as a rela- 
tive term, since no drug is entirely safe. Poten- 
tial benefits must be weighed against the haz- 
ard of administration. 

In planning a clinical trial the importance of 
comparison is noted. Evaluations are too fre- 
quently subjective, despite the fact that the ob- 
server may have no conscious prejudice. 
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The more clinical section of the text provides 
panel reports on various neurological conditions. 
These include epilepsy, vertigo, neuralgias, and 
neuropathies, headache, glaucoma, multiple scle- 
rosis, diseases of muscles and Parkinsonism. In 
each instance an attempt is made to define and 
classify, to indicate drug therapy, and to indi- 
cate precise methods of evaluating the effects of 
drug therapy. 

This book is valuable not only to neurologists, 
but to all physicians interested in the complexi- 


ties of drug research. 
W.D. 


SUBNORMAL PERSONALITIES. By C. J. C. Earl. 
Baltimore: Williams and Wilkins Co., 1961. 338 


pages, $7.00. 


This volume consists of the structured clinical 
reflections of a man who in his work as a busy 
medical superintendent of a British hospital 
for retarded boys did not forego the elements of 
both warmth for his charges and scientific acuity. 
Dr. Earl eschews such time worn terminology as 
“mental defective’ and ‘“‘feeble-mindedness” in 
favor of a concept of subnormality that makes 
a valiant effort to distinguish not between meas- 
ured degrees of intellectual function but be- 
tween the varying and distinct personalities of 
the subnormal. Borrowing some concepts from 
“various psychiatric schools of thought’ the au- 
thor attempts to study and classify subnormal 
personalities in terms of weakness, simplicity, 
immaturity, instability, neurosis, psychopathy 
and psychosis. He quite rightly feels that sub- 
normality is a neglected field of study when com- 
pared to the elaborate methodologies, research 
and treatment programs promoted for the men- 
tally ill. Over Dr. Earl’s objection the subnor- 
mal personality is ruled out, by dint of diagnosis, 
from many of the weaknesses that normal flesh 
is heir to. How often have we heard reference 
to the neuroticism of a retarded child? 

Much emphasis is placed on an analysis of the 
motor patterns of the subnormal. The author 
goes so far as to state “it is certain that in an 
analysis of motricity, including electromyogra- 
phy, may lie the royal road to the core of de- 
fective personalities in the same sense as Freud 
found the royal road to the unconscious in the 
analysis of dreams. 

Dr. Earl has very little regard for the psycho- 
metric approach to the subnormal. He feels that 
in evaluation adequacy of structural and func- 
tional development, “it is safer to rely on a five- 
minute examination of the hands and their move- 
ment than on the evidence of any revision of the 
Binet.’”” However, Dr. Earl himself has rather 
haphazardly placed together some psychometric 
tests of respectably ancient vintage (specifically 


the Kohs Blocks, Dearborn Formboards and }3i- 
net-like vocabulary and absurdity verbal items) 
and devised what he unhappily calls the Moron 
Battery as a measure of likelihood of social s::r- 
vival. Dr. H. C. Gunzburg, who supplied ad |i- 
tional material for the book, after the death of 
Dr. Earl, frankly states ‘that the battery is wide 
open to attack from scientific investigation.” 'e 
does, however, defend its clinical usefulness. In 
fact, the Moron Battery deflects from what is 
essentially an extremely readable volume wth 
vigorous, pithy clinical opinions offered by a 
man who had much to contribute to every pro- 
fessional worker’s understanding of the problems 
of the subnormal personality. 
Dante A. Santora, M.D. 
Plattsburgh, New York 


THE NEUROLOGICAL EXAMINATION. Russell 
N. Dejong, M.D. Hoeber-Harper. 1078 pages. 
299 illustrations. $20. 


The scope of this book far exceeds its modest 
title, since it is an all-inclusive treatise in which 
neuroanatomy and physiology are correlated with 
clinical neurology. Various diagnostic proce- 
dures are described; their significance is ex- 
plained and similarly correlated with the clinical 
picture. 

The book is divided into ten parts, viz.: the 
neurologic examination; the sensory system; the 
cranial nerves; the motor system; the reflexes; 
the autonomic nervous system; the diagnosis and 
localization of disease of the peripheral nerves; 
the nerve roots and the spinal cord; the diag- 
nosis and localization of intracranial disease; 
special methods of examination (states of dis- 
ordered consciousness and examination in cases 
of suspected hysteria and malingering); spinal 
puncture and examination of the cerebrospinal 
fluid. 


Some of the highlights include excellent dis- 
cussions of the reticular formation, the anatomic 
basis for psychomotor or temporal epilepsy, 
methods of differentiating hysteria and malinger- 
ing, the pharmacology of the autonomic nervous 
system, the diagnosis and localization of intra- 
cranial disease, vascular syndromes of the brain, 
the chapter on aphasia, agnosia and aprexia, 
and the differential diagnosis of intracranial dis- 
ease. 

No attempt is made <o classify and describ: the 
common neurologic diagnoses or to give det iled 
accounts of their etiology, symptomatolgy, : iag- 
nosis or treatment. These disease states are \1en- 
tioned only as they are related to abnorma ities 
of structure or function. 

Since neurology is one area of medicine w here 
a close correlation indeed exists between phy siol- 
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ogy, pathology and symptomatology, it is impor- 
tant that the student understand basic material 
before he can hope to understand disease. The 
importance of the nervous system as an inte- 
grator of all bodily functions makes this book 
of value to the generalist and the internist as 
well as to the neurologist and psychiatrist. 
Wd. 


THE SPRINGS OF CREATIVITY. The Bible and 
the Creative Process of the Psyche. H. West- 
man. New York: Atheneum, 1961. $6.95. 


In the introduction and Part One of this book, 
the author, a clinical psychologist, states his in- 
terpretations of psychoanalysis. In Part Two, 
the stories of the Bible are examined and inter- 
preted. In some instances there are sharp dif- 
ferences with Freud. 

Part Three, an unusual case history, demon- 
strates the process by which the psyche pursues 
its ontogenetic purposes. 

The author on page 182 states, “The human 
psyche is a complex of energies and inertias va- 
riously conditioned and directed, released and 
dammed up. Precisely as our cellular energies 
are directed toward orderly and harmonious real- 
ization and functioning of the physical organism, 
precisely as cosmic energies seem to work toward 
the harmony of the universe, so do the energies 
of the psyche in its ontogenesis work toward 
harmony and order and the goal of wholeness.” 

It is of special interest that on page 62 the 
author discusses dreams and states, ‘There are 
as many kinds of dreams as there are individ- 
uals to dream them. One of the major 
achievements of psychology is that it has found 
ways to help the individual to understand his 
dreams.” 

Following this, there is an epilogue by Dr. Rob- 
ert W. Laidlaw, a psychological report on the 
case reported in Part III, and a list of refer- 
ences. Unfortunately, the book is not indexed, 
although there is a table of contents and a list of 
illustrations in the fore part of the book. 

James L. McCartney, M.D. 


MIRAGE OF HEALTH. Rene Dubos. New York: 
Doubleday Anchor Book, 1961. 235 pages. 95c. 


This volume represents the fruition of a plan 
to present short books in a variety of fields by 
the most responsible of contemporary thinkers. 
The purpose is to reveal basic new trends in 
modern civilization. Dr. Dubos writes about a 
“golden age,’ free from disease and struggle. 

The utopian ideal that complete happiness and 
health may be attained by a return to nature 
was widely current during the eighteenth cen- 
tury and still survives; a rival idea is that health 
and happiness may be realized through science. 
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Yet we find that the increase in life-expectancy 
is due mainly to decreased mortality of young 
people; health in the latter years of life has been 
altered only slightly. 


The earlier chapters deal with biological and 
social adaptation, symbiosis and parasitism. An 
interesting note is that sickle-cell anemia suffer- 
ers show resistance to malaria, accounting for 
their survival and the transmission of recessive 
genes to the following generation. Another ex- 
ample of social adaptive behavior pattern is the 
biological wisdom of the ritual of the cocktail 
party where hors d’oeuvres, rich in fat, retard 
alcohol absorption and delay the intoxicating ef- 
fect of alcohol. Later in the book, Dr. Dubos 
deals with preventive and therapeutic medicine, 
social aspects of medicine, and demographic prob- 
lems. At the conclusion, he states that the con- 
cept of a carefree world is only a dream, be- 
cause life is a process of relentless, restless read- 
justment. 

Leo Wollman, M.D. 


MODERN SCIENTIFIC ASPECTS OF NEUROL- 
OGY. John N. Cumings, M.D., Editor (London). 
Williams and Wilkins Co., Baltimore, Md., ex- 
clusive U.S. agents. 360 pp. $13. 


This book is written for the physician who is 
interested in the latest advances in neurochemis- 
try and its clinical correlations. Some of the ma- 
terial is of practical value for the generalist; 
much more is of greater usefulness to the neu- 
rologist. 

The material on the lipidoses includes excellent 
biochemical, cytological and clinical descriptions 
of Amaurotic Family Idiocy, Niemann-Pick’s Dis- 
ease, Gaucher’s Disease and Pfaundler-Hurler’s 
Disease (Gargoylism). The author also includes 
some types of leucodystrophy in the lipidoses. 

The chapter dealing with the epilepsies con- 
siders the biochemical factors involved. It is 
pointed out that a deficiency in pyridoxine re- 
duces formation of gamma-amino-butyric acid 
(GABA), which is a specific inhibitor of neuronal 
transmission. Abnormalities found in epilepto- 
genic tissue indicate a high cholinesterase ac- 
tivity and an impairment of the ability to main- 
tain normal potassium and glutamate levels. 
Seizures are frequently related to an increase in 
weight, because of the increase in water content 
of the tissues; deprivation of water may provide 
relief. Further substantiation of the role of 
fluid retention is afforded by the observation that 
female epileptics show an increased susceptibility 
to seizures pre-menstrually and that Diamox not 
only relieves fluid retention but is anti-convul- 
sant. 

Cytochemistry, in endeavoring to interpret the 
biochemistry of cells, is of fundamental impor- 
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tance during this chemical era. The neurone con- 
ssitutes the basic elemeni in the central nervous 
system, and many problems in neurology and 
psychiatry may eventually be clarified by its 
closer study. 

W.D. 


CONCEPTUAL SYSTEMS AND PERSONALITY 
ORGANIZATION. O. J. Harvey, David E. Hunt, 
and Harold M. Schroder. New York: John Wi- 
ley & Sons, Inc. 1961. 375 pages. 


The authors present a sociological schema of 
subject-object relations, the role of motivation 
as an ordering agent, the situational determi- 
nants and conditions, the structure of experience, 
the increasing abstractness of subject-object link- 
ages related to “the occurrence and integration 
of particular kinds of differentiation.” Dimen- 
sions of personality are discussed in the broad 
sense of the term as a continuum from concrete 
systems to abstract systems. Development may 
be arrested at any one of five systems with their 
appropriate expressive dimension. A conceptual 
system may be activated by a present situation 
and a present personality organization. 

The authors present a detailed discussion of the 
factors ‘‘that determine the likelihood that a par- 
ticular system or system-pattern will be acti- 
vated.” For example, in System II, the area of 
sensitization is potential restriction, the interpre- 
tive maneuver is imputation of malevolence, and 
the behavior resolution is boomerang to social 
influence. An attempt is made to show how con- 
ceptual organization can even relate to psycho- 
pathology. Here they review the neuroses and 
psychoses as severe forms of conceptual func- 
tioning. The psychopathological syndromes are 
classified as falling within an appropriate system 
ranging from the most closed, System I or Schiz- 
ophrenia to Level III of System II as in anxiety 
states. The authors then embark upon a discus- 
sion of such topics as the nature and effects of 
threat, the forms of extreme resolution and their 
psychopathological sequelae. Education and psy- 
chological therapy are seen as modification proce- 
dures that will “produce structural change to- 
ward more abstract conceptual structure.” 

Benjamin Kotkov, Ph.D. 


PSYCHOSOMATIC OPHTHALMOLOGY. T. F. 
Schlaegel, Jr., M.D. Baltimore, Maryland, Wil- 
liams & Wilkins Company, 1957. 523 pp. $11.00. 


Much thought, an enormous amount of read- 
ing, analysis, and abstracting of the literature, 
and the author’s own considerable experience 
have gone into the preparation of this book. It 
should be a part of the personal library of every 
practicing ophthalmologist. 


NOVEMBER-DECEME#R 


Dr. Schlaegel is assistant professor of oph- 
thalmology at the Indiana University School of 
Medicine and, in addition, has had training in 
psychiatry. He has the right to speak with «u- 
thority on his subject. 

The literature on psychosomatic ophthalmolczy 
is widely scattered in the journals and textbocks 
of many medical disciplines over a long interval 
of time. The author has not been content meri ly 
to assemble and quote this material but has «x- 
amined it with a critical eye and embellished it 
with many illustrative case reports and obsvr- 
vations of his own. 

Most physicians now realize that the incidence 
of disturbances of psychogenic origin or aggra- 
vation is very high in their daily practice but 
Schlaegel insists that the psychosomatic «ap- 
proach is necessary for proper treatment of 
every patient who walks into an ophthalmolo- 
gist’s office. He points out that every condition 
or disease is psychosomatic because both psy- 
chologic and somatic factors have a part in its 
course. He defines psychosomatic ophthalmol- 
ogy as a method of approach in which the so- 
matic investigation is not neglected but in which 
a psychologic work-up is added so that psycho- 
logic and somatic factors are studied in mutual 
interrelation. 

Dr. Schlaegel’s psychiatric training is evident 
in his facility with words. Not only is this vol- 
ume a comprehensive reference work with a full 
bibliography but it also has a dynamic style 
which makes it absorbing reading throughout. 

The book is divided into five parts dealing 
with the role of psychiatric factors in disease, 
general conditions involving the eyes about which 
psychologic factors are known, disturbances of 
function and structure of various parts of the 
eye, ocular conditions without specific anatomic 
location, and the psychosomatic approach to 
treatment. 

While it is difficult to select specific portions 
for special commendation, I was particularly in- 
trigued by the introductory chapters and those 
dealing with neurologic conditions, headaches, the 
extraocular muscles, the retina, hysteria and 
malingering. The section on the psychosomatic 
approach to treatment, including excellent clap- 
ters on the blind and pharmacotherapy, is \vell 
worth the cost of the book. 

It is to be expected that this work will arouse 
some controversy but, whether you agree wit): its 
philosophy or not, it should be read. 

The publishers are to be complimented on the 
attractive format and binding. 

David O. Harrington, M.D. 


(Reprinted from the A. J. of Ophthal., Vol. 45, 
No. 4, Part I, April 1958, with permission o: the 
Editor. ) 
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ARMOUR PHARMACEUTICAL COMPANY 
ANNOUNCES THE FIRST SELECTIVE TENSITROPIC 


3S 


|zm pleased to inform you of the latest development in our Company's continuing research 
fo: superior chemotherapeutic agents. 


Fcr patients suffering from tension/anxiety states, we are offering the medical profession 
Li. tica— a new and selectively different monocarbamate. Frankly, we would be hesitant 
atout entering a field already crowded with good drugs were it not for the marked 
di ferences Listica presents. 


Listica is not “just another tranquilizer.” We, therefore, call it The First Selective Ten- 
siiropic. Here are the reasons why: 


New Listica allays tension/anxiety in as many as 89% of cases by selectively inhibiting 
impulses through internuncial pathways of the central nervous system. However, it does 
not affect the unconditioned response; thus, Listica does not induce apathy or impair acuity. 


The past three and one-half years of clinical studies have demonstrated the safety and 
efficacy of Listica in 1,759 patients. There have been no reports of contraindications, 
toxicity, habituation or serious side effects. 


One tablet q.i.d. is adequate dosage to allay tension/anxiety, maintain acuity, and promote 
eunoia*—''a normal mental state.” This simple, effective dose remains the same, even 
in maintenance therapy. 


We are sending you samples and published clinical reports on Listica. We will be happy 
to send you a copy of the first “Symposium on Hydroxyphenamate” on request. | believe 
you will find Listica a valuable addition to the arsenal of chemotherapeutics for combatting 
tension /anxiety in your practice. 


Robert A. Hardt, President 


7?.S.: Physicians who prefer generic names prescribe ‘‘Hydroxyphenamate, Armour.” 


USTICA—Hydroxyphenamate, Armour. ©1961,A.P.CO, *Stedman's Medical Dictionary. 
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LISTICA by ARMOUR allays TENSION/ANXIETY... 
maintains acuity... promotes eunoia’. .. 
facilitates somatic diagnosis and therapy 


‘ 
Tension/Anxie 
5 ae Symbols of the Age of Tensio. ty 
: 


FOR YOUR PATIENT WITH DEPRESSION 


AMITRIPTYLINE HYDROCHLORIDE 


the antidepressant with a significant difference: 

¢ given orally or parenterally, ELAVIL provides 
PROMPT relief of associated anxiety, tension, 
and insomnia ¢ followed by control of | 


underlying depression *Some depressed patients respond within 5 to 10 days, while 


others may require up to two weeks or longer to obtain benefit. 


SPAN OF ACTIVITY OF PSYCHOACTIVE DRUGS 


TRANQUILIZERS ANTIDEPRESSANTS 


e asingle agent (not a combination of compounds) 


@ effective in all types of depression...particularly 
useful in depressed patients with predominant 
symptoms of anxiety and tension. 


@ may be used in ambulatory or hospitalized patients 
@ not an amine oxidase (MAO) inhibitor 


please turn page for EXCERPTS FROM A SYMPOSIUM ON DEPRESSION 
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SYMPOSIUM ON DEPRESSION | FROM A SYMPOSIUM ON DEPRESSION 
with Special Studies of a New a , 
Antidepressant, Amitriptyline 


A SCIENTIFIC MEETING 


AMITRIPTYLINE HYDROCHLORIDE 


FINDINGS 


INVESTIGATOR 


DUNLOP, EDWIN: “Amitriptyline [ELAVIL] has a specific advantage over any anti- 
depressant currently available and | see increasing evidence of its 


we wrestment of usefulness in reducing tension, agitation and anxiety, as well as 
epression in in relieving the depressive quality of the illness. Amitriptyline 
private practice. appears ... to combine better than any other antidepressant drug 


the successful treatment of anxiety at one end of the scale and 
depression at the other. Experience in the past has shown us that, 
when using electroshock or analeptics, although depression can 
be relieved, the accompanying anxiety eventually proves more 
troublesome than the depressive phase of the illness. Amitripty- 
line successfully bridges these divergent symptoms which are 
displayed in varying proportions in all depressive syndromes. 

“... Approximately one hundred and twenty patients have been 
studied with amitriptyline during the last fifteen months. It is an 
effective antidepressant when employed in both hospital and 
ambulatory patients. Its dependability and freedom from toxicity 
and severe side effects merit further evaluation on a broader spec- 
trum of depressive disorders.” 


BENNETT, DOUGLAS: “In those cases showing a good response, early and dramatic 
Treatment of improvement in sleeplessness resulted and many patients noted 
danensive tates a feeling of relaxation. The ability of some patients to reduce their 

a ee Z night sedatives after only a month’s treatment was unique in my 
with amitriptyline. experience of the treatment of depression.” 


SAUNDERS, JOHN C.: “Its primary action in hospitalized psychotics is cee ge noc 

; ee this along with its very low rate of side actions make it a drug o 
Antidepressive S: the potentially frequent application in a broad spectrum of neuro- 
pith of affective therapy. psychiatric diseases. ... Since a large part of any hospital popu- 
lation will reach a plateau if given only a tranquilizer or an ener- 
gizer, we suggest that amitriptyline alone be given prior to 
combination therapy, as this drug is easier and safer to administer 
and produces a significant improvement in a high percentage 
of cases (60-75).” 


OSTFELD, ADRIAN M.: “Finally, it appears that amitriptyline in the doses employed here 
Effects of an anti- is relatively effective in depressed states of neurotic proportions. 

Its freedom from severe side effects in doses that are therapeu- 
yeaa tically effective seems established in this patient population.” 


\/ 
/\ 
® 
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This symposium was published in 
Diseases of the Nervous System, 
lolume 22, Section Two— Supplement, May 1961) 


INVESTIGATOR FINDINGS 


AYD, FRANK J., JR.: “Amitriptyline and imipramine induce similar side effects but, 
Acritique of generally speaking, those of amitriptyline cause less subjective 
discomfort in patients than those of imipramine. 


antidepressants. 

“.. Many of the factors that favor a satisfactory response to these 
drugs are also those clinically associated with the expectation of 
a good reaction to ECT. The danger lies in their general slowness 
in taking effect which makes their use hazardous for severely 
depressed suicidal patients who, preferably, should be treated 
with electroshock therapy. Otherwise, these compounds can be 
a satisfactory substitute for shock therapy for most depressed 
patients. Thus, these drugs have lessened the need for ECT. On 
those occasions when ECT is necessary, if the shock therapy is 
combined with an antidepressant, ECT can be dispensed with 
after a few treatments.” 


COMPARISON OF THERAPEUTIC RESULTS 
WITH VARIOUS ANTIDEPRESSANTS 


IMPROVED PARTIALLY UNIMPROVED 
IMPROVED 
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EXCERPTS FROM A 
SYMPOSIUM ON 
DEPRESSION 


(continued) 


INVESTIGATOR FINDINGS 


DORFMAN, WILFRED: “In evaluating the effectiveness of amitriptyline in all these dif- 

Masked depression. ferent settings, it was considered to be effective in 17 of the 25 
patients (68%).” 

FELDMAN, PAUL E.: “Compared to other energizer compounds, particularly the hydra- 


zines, amitriptyline appears to be relatively nontoxic. The labo- 


Psychotherapy and 

chemotherapy ratory reports for the most part remained within normal limits. 

(amitriptyline) Occasionally, abnormal readings were reported, but these 

of anergic states appeared only sporadically and were not related to any clinical 
findings.” 


INDICATIONS: manic-depressive reaction—depressed phase; involutional melancholia; reactive depression; schizo- 
affective depression; neurotic-depressive reaction; and these target symptoms: anxiety; depressed mood; insomnia; 
psychomotor retardation; functional somatic complaints; loss of interest; feelings of guilt; anorexia. May be used 
whether the emotional difficulty is a manifestation of neurosis or psychosis,' and in ambulatory or hospitalized 
patients.'. 2-3 

USUAL ADULT DOSAGE: Tablets — initial dosage 25 to 50 mg. three times a day, depending on body weight, severity, 
and clinical disturbances. Dosage may be adjusted up or down depending upon the response of the patient. Some patients 
improve rapidly, although many depressed patients require four to six weeks of therapy before obtaining antidepressant 
response. For the ambulatory patient the dosage range for Tablets ELAVIL is 40 to 150 mg. daily. In the hospitalized 
patient, a daily dosage up to 300 mg. may be required. Injection ELAVIL may be given IM to rapidly calm depressed 
patients with symptoms of anxiety and tension while instituting therapy of the underlying depression. Initial therapy is 2 
to 3 cc. (20 to 30 mg.) IM, q.i.d. 

The natural course of depression is often many months in duration. Accordingly, it is appropriate to continue mainte- 
nance therapy for at least three months after the patient has achieved satisfactory improvement in order to lessen the 
possibility of relapse, which may occur if the patient’s depressive cycle is not complete. In the event of relapse, 
therapy with ELAVIL may be reinstituted. 

ELAVIL is not a monoamine oxidase (MAO) inhibitor. It does, however, augment or may even potentiate the action of MAO 
inhibitors. Thus, in patients who have been receiving MAO inhibitors, ELAVIL should be instituted cautiously after the 
effects of the MAO inhibitors have been dissipated. No evidence of drug-induced jaundice, agranulocytosis, or extrapyra- 
midal symptoms has been noted. Side effects with ELAVIL are seldom a problem and are not serious. They are dosage- 
related and have been readily reversible. Side effects (drowsiness, dizziness, nausea, excitement, hypotension, fine 
tremor, jitteriness, headache, heartburn, anorexia, increased perspiration, and skin rash), when they occur, are usually 
mild. However, as with all new therapeutic agents, careful observation of patients is recommended. As with other drugs 
possessing significant anticholinergic activity, ELAVIL is contraindicated in patients with glaucoma, prostatic hypertrophy 
and urinary retention. 

SUPPLY: Tablets, 10 mg. and 25 mg., in bottles of 100 and 1000. Injection (intramuscular), in 10-cc. vials, each cc. 
containing 10 mg. amitriptyline hydrochloride, 44 mg. dextrose, 1.5 mg. methylparaben, 0.2 mg. propylparaben, and 
water for injection q.s. 

REFERENCES: 1. Ayd, F. J., Jr.: Psychosomatics 1:320, Nov.-Dec. 1960. 2. Dorfman, W.: Psychosomatics 1:153, May-June 1960. 
3. Barsa, J. A., and Saunders, J. C.: Am. J. Psychiat. 117:739, Feb. 1961. 


Sf on use ing the package or available on request. 


Before prescribing or administering ELAVIL, the physician should consult the detailed 


Mise) MERCK SHARP & DOHME, DIVISION OF MERCK & CO., INc., WEST POINT, PA. 


ELAVIL 1S A TRADEMARK OF MERCK & CO., INC. 


AMITRIPTYLINE HYDROCHLORIDE 
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ACADEMY MEMBERSHIP 


(Includes a subscription to Psychosomatics) 


® 

ilk I am interested in becoming a member of the Academy of Psychosomatic 

ORIDE Medicine. 

Indicate specialty 

Mail to Dr. Bertram Moss, 55 E. Washington Street, Chicago 2, Illinois 


PSYCHOSOMATICS ORDER FORM 
Please enter my subscription to PPYCHOSOMATICS for one year to start with 


Check enclosed. Bill me. 


Mail to PSYCHOSOMATICS, 277 Broadway, New York 7, N. Y. 


Please reserve for Me. .........:..60.6... reprints of the three article series ‘“‘Perspectives in 


Medicine” by Dr. Klaus W. Berblinger. 


Please make checks payable to the Academy of Psychosomatic Medicine and send to 
the editor at 1921 Newkirk Avenue, Brooklyn 26, N. Y. 


| | 
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In Coming Issues 


Listed below are a few of the articles that will 
appear in subsequent issues of Psychosomatics. 


DIAGNOSIS AND REFERRAL OF EMOTIONAL PROBLEMS OF CHILDREN 
Adam J. Krakowski, M.D. 


HALLUCINATED HEADACHE 
Gorden R. Ferrer, M.D. 


SEPARATION EXPERIENCE AND CANCER OF THE BREAST 
Hyman L. Muslin, M.D., and William J. Pieper, M.D. 


A REVIEW OF EXISTENTIALISM 
Godfrey Kaczanowski, M.D. 


PSYCHOSOMATIC MEDICINE IN THE FAMILY DOCTOR’S OFFICE 
Bertram B. Moss, M.D. 


SMALL GROUP DISCUSSION OF THE DOCTOR-PATIENT RELATIONSHIP 
Thomas L. D’Zmura, M.D., and Charles Hintz, M.D. 


EMOTIONAL FACTORS IN BRONCHIAL ASTHMA 
Julian W. Reed, M.D. 


A COMPARISON OF VARIOUS AMINE OXIDASE INHIBITORS AS 
ANTIDEPRESSANTS 


Edwin Dunlop, M.D. 


INVESTIGATION OF ALLERGY THROUGH HYPNOTIC TECHNIQUES 
Bernard B. Raginsky, M.D. 


PARENTS AND CHILDREN IN THE LIGHT OF DYNAMIC PSYCHOLOGY 
Victor Szyrynski, M.D., Ph.D. 
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new 


Librium, in 100-mg ampuls, is now 
available for parenteral administra- 
tion. Librium Injectable provides 
prompt symptomatic relief of alco- 
holic agitation, delirium tremens, 
hallucinosis, schizophrenic motor 
excitement, agitated depression, 
paranoid reactions and drug with- 
drawal reactions. The parenteral 
route may be preferred for rapid 
control of acute anxiety, hyperac- 
tivity, hysteria, phobia and panic 
reactions, or other acute emotional 
disturbances where oral adminis- 
tration is impractical. 

Consult literature and dosage infor- 
mation, available on request, before 
prescribing. 


7 -chioro-2-methylamino-5-pheny!-3H-1,4- 
Skea] E benzodiazepine 4-oxide hydrochloride 


Al LABORATORIES Division of Hoffmann-La Roche | 


for rapid control 
of acute emotional 
disturbances: 


LIBRIUM 


injectable 


yt. 

: 
i 
: 


we 
= 
¥ 


